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INTRAVENOUS ARSENIC IN TREATMENT OF ANGINOUS FORMS OF 
GLANDULAR FEVER 


WITH NOTES ON CLINICAL AND LABORATORY, DIAGNOSIS 
BY 


K. SHIRLEY SMITH, M.D., B.Sc., F.R.C.P. 
Lieut.-Col., R.A.M.C.; Officer in Charge of a Medical Division 
AND 


TREVOR H. SHAW, M.B. 
Major, R.A.M.C.; Officer in Charge of a Pathological Depariment 


, 


Severe inflammation of the tonsils and fauces in glandular of sore throat for the first time, and during the next 4 days his 
ever may cause serious illness which may even threaten life. neck became swollen and stiff. Dysphagia developed, and became 
It is the purpose of this paper to report the remarkably ‘© Severe that he could swallow liquids only. On June 15 he was 


be A ‘ gh a : admitted to a military hospital. On examination he looked ill and 
4 Ybeneficial effect produced by intravenous injection of arsenic toxic. Cervical glands of the anterior and posterior triangles on 


«re examples of this bregearge'd form of glandular fever both sides were grossly enlarged, giving a bull-neck appearance. 
which have been met with at intervals over a period of Both tonsils were enlarged and inflamed and covered with purulent- 
18 months. In general, the treatment of glandular fever is looking exudate. “A throat swab at this time showed enly a few 
solely palliative, but for this special anginous group arsenic spirochaetes, but no fusiform bacilli or pus cells; culture for C. 
not only produces conspicuous and rapid improvement but diphtheriae was negative, but there was a moderate growth of a 
ay on occasion appear to be life-saving. Case histories haemolytic streptococcus. 48,000 units of diphtheria antitoxin were 
illustrating the results of such treatment are recounted,’ and  8!ven on admission. During the next 48 hours the condition of the 


: 3 . . patient became grave. There was considerable bleeding from the 
discussions on other methods of treatment and on the diagnosis tonsils. The spleen and axillary glands became palpable. All local 


and aetiology of the condition follow. For purposes of iilustra- ang symptomatic treatment was without avail. The result of 
| Htion reference is made to further cases of glandular fever seen blood counts on June 16 and 17 are shown in Table I, and 
"during the same period, though not treated with arsenic, the Paul-Bunnell titres on the latter day confirmed the diagnosis. 
; The Kahn test and aerobic blood culture were negative. On June 17 

Case I administration of sulphapyridine (10 g. in the first 24 hours) was 


Ba 


begun, and at the same time novarsenobillon (M. and B.) 0.45 g. 
was given intravenously. In 12 hours dramatic improvement was 
evident, with cessation of tonsillar bleeding and an abrupt fall in 
temperature and pulse. Everyone who saw the patient was impressed 


{Taste 1—The Haematological Findings in the Anginous CasesI-VII1_  »y the rapid transition from an exceedingly grave state to com- 
mencing convalescence. Uneventful complete recovery followed. 


An officer, aged 21, noticed between June 4 and 8, 1942, that he 
jwas sweating at night. This increased during the following week, 
} but he still felt well during the daytime. On June 10 he complained 





White Cells per ¢.mm. 
Days from Case II 
gs Aa An officer, aged 22, noticed stiffness of the neck and shoulders on 
Symptoms Aug. 17, 1942, followed by sore throat and shivering on Aug. 21. 
He was admitted to a military hospital on Aug. 22. On examina- 
tion there were glandular enlargements in both posterior triangles 
of the neck and in the right axilla. Temperature 101.4° F. The 
tonsils were greatly enlarged and acutely inflamed. A throat swab 
showed no Vincent’s organisms; culture for C. diphtheriae was 
negative and there was an almost pure growth of a haemolytic 
streptococcus. During the following week intermittent pyrexia to 
104° continued, the tonsillar swelling with ulceration and exudate 
39/42 sist Shae o ox increased, further glandular swellings appeared, and on Aug. 29 
, , the spleen was palpable for the first time. Sulphanilamide therapy 
20/3/43 — | 16,000 150 12,800 was started on Aug. 25, a total of 20 g. being given in 72 hours. A 
as 640 | 12,200 —j|—| 4,050 blood caunt on Aug: 26 showed only an absolute neutropenia; but 
131 6,200 310 4,160) 430 4 Paul-Bunnell titre of 1 in 80 was suggestive, and prompted repeat 
17/3/43 80] 5,300 eee 1,060 examinations on the following day, when the count and a titre of 
23/3/43 160] — we sae 1 in 1,280 established the diagnosis of glandular fever. The Kahn 
test was negative on Aug. 26. Slight albuminuria was present 
ba red tae ae cab throughout, and for this reason the administration of arsenic was 
— 640 | 38,000] 8,360 | 100} 90} 27,550 not at first considered advisable. During the next 10 days the 
5 1,280} 4,600} 1,290} 20) —| 3,100 temperature tended to fall and there was a slight improvement in 
te 5,120 | 21,500 | 3,750 | 400| 170| 16,450 the general condition, but the appearance of the tonsils and the 
a glandular and splenic enlargements were unchanged. On Sept. 6 
F Nores.—The Paul-Bunnell tests were done by the method of Barrett (1941), _ "OVvarsenobillon 0.15 g. was given intravenously. The small dose 
or the most part. lymphocytes and monocytes appeared to be fully mature. was chosen on account of the albuminuria. On the next day the 
maturity of te ae Po gions, Med the ivaahocyies showed evidence of ~ temperature and pulse rate had fallen to normal, the albuminuria 
origin, Occasional immature cinduicion mame ed dash” Cunt cde eamaaieeed ceased, and there was conspicuous subjective improvement. Unevent- - 
cytoplasm or with irregular or deeply indented nuclei were not seen. The majority ful and rapid full recovery followed without further injections or 
of the lymphocytes were of the small or medium-sized variety. local treatment. 
4399 





Date 


Neutro- 
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Lympho- 





16/6/42 24,600 4 
25,800 200 

7,400 pee 
1/9/42 7,500 70 


26/8/42 80] 5,200 20 
27/8/42 1,280 | 15,500 — 
26/9/42 40 32 7,500 20 
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June, 1942, with “ septic throat.” 
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showed a pronounced mononucleosis and a Paul-Bunnell test a 7 ti 
Case Ill in titre to 1 in 160. : ” esa 
An officer, aged 20, was admitted to a civilian hospital in mid- Case VI e "ibe ex 
A blood count at that time : f 


showed W.B.C. 10,000 per c.mm., with neutrophils 19%, lymphocytes 
66%, monocytes 15%. A Paul-Bunnel’ .est was not done, and we 
have no information regarding enlargement of lymph glands or 
spleen, but the subsequent history suggests that this initial illness 
was glandular fever. The patient returned to duty at the end of 
July, though not feeling really well. In mid-August he again com- 
plained of sore throat with dysphagia and of neck stiffness and 
sweating. He came under our observation on Aug. 31, when he 
was admitted to a military hospital. On examination he did not 
appear acutely ill. Temperature 100° F. There were groups of 
enlarged discrete glands in the anterior and posterior triangles of 
the neck on both sides and in the axillae and groins. The spleen 
was not palpable at any time. The right tonsil was greatly enlarged 
and ulcerated, with blood and mucus on its surface. This swelling 
was -SsO pronounced as to immobilize the soft palate on that side, 
and swallowing provoked nasal regurgitation of fluids and tonsillar 
bleeding. A throat swab showed no Vincent’s organisms; culture 
for C. diphtheriae was negative and there was only a scanty growth 
of a haemolytic streptococcus. During the next few days the ulcera- 
tion of the tonsil developed and deepened and the pyrexia continued 
though the general condition remained much the same. A blood 
count and a Paul-Bunnell test on Sept. 3 established the diagnosis 
of glandular fever. No benefit had followed local and symptomatic 
remedies, and on Sept. 4 novarsenobillon 0.15 g. was given intra- 
venously. On the following day the temperature had fallen to normal 
and the tonsillar swelling had diminished. After a further 24 hours 
the tonsillar swelling and exudate had completely disappeared, and 
rapid convalescence with full recovery followed. No sulphonamide 
drug was given in this case. 


: Case IV 


A gunner, aged 22, developed sore throat and swelling in the neck 
on March 12, 1943. He was admitted to a military, hospital on the 
same day. On examination the tonsils were considerably enlarged 
and the fauces swollen and red. There was no exudate. Large 
glands were palpable below the left angle of the jaw. The next 
day there was a membrane on the left tonsil. 32,000 units of 
diphtheria antitoxin were given and at the same time administration 
of sulphapyridine was started, a total of 19 g. being given during 
the next few days, during which the local throat condition remained 
unchanged and there was continued pyrexia. On admission a throat 
swab showed large numbers of Vincent’s organisms; culture for 
C. diphtheriae was negative. On March 17, when sulphapyridine 
was discontinued, sulpharsphenamine 0.45 g. was given intravenously. 
On the following day the temperature was normal and it remained 
so, rapid subsidence of the throat condition taking place. On 
March 19 the spleen was palpable and there was an enlargement of 
axillary, inguinal, and epitrochlear glands. Facilities for further 
laboratory investigations now became available, and blood examina- 
tions on March 20 and 22, together with a Paul-Bunnell test on the 
latter day, confirmed the diagnosis of glandular fever. 


Case V 

An officer, aged 28, developed sore throat with swelling of glands 
on both sides of the neck on March 4, 1943. After 48 hours’ treat- 
ment with sulphapyridine and local applications the condition 
appeared to subside completely. It recurred on March 15, and he 
was admitted to a military hospital on the 17th. On examination 
he looked ill. Temperature 100.5° F. There were discrete enlarged 
glands in both posterior triangles, especially in the suboccipital 
region, and also in the anterior triangles, axillae, and groins. The 
spleen was not felt. Both tonsils were greatly enlarged, almost 
meeting in the midline, and showed ulceration with yellow sloughs 
on their medial aspects. A throat swab showed no Vincent’s 
organisms; cultures for C. diphtheriae and for haemolytic strepto- 
cocci were negative. The blood picture was suggestive of glandular 
fever, but a Paul-Bunnell titre of 1 in 80 was inconclusiye. Pro- 
gressive deterioration in the general condition followed during the 
next few days, with remittent pyrexia to 103° F., severe dysphagia, 
and bleeding from the throat. On March 20 novarsenobillon 0.3 g. 
was given intravenously. By the same evening there was consider- 
able subjective improvement, and after a further 24 hours the swell- 
ing of neck and throat and the tonsillar bleeding had greatly 
diminished. The spleen was palpable on March 21. During the 
next few days swelling of the throat further diminished and the 
patient was able to eat soft food. The sloughs on the tonsils per- 
sisted, with further profuse bleeding on March 23, and as remittent 
pyrexia also continued a further 0.3 g. of novarsenobillon was given 
intravenously on March 26. On March 30 the throat was completely 
normal in appearance and the spleen and glands in axillae and 
groins were no longer palpable, and only a few glands could be felt 
in the neck. The temperature fell by lysis after the second injection 
and remained normal after April 1. On March 23 a blood count 


An officer, aged 37, was admitted to a military hospital on June { ariation 
1943, complaining of weakness, general malaise, and sweat; F Tcases. 
About a fortnight previously he had had coryza, with left-sid {|improven 
sore throat and dysphagia. On examination he was feverish:jthe mark 
(temperature 99°-100° F.) and the throat showed an enlarged ang Pe elv 
inflamed left tonsil: there was an ulcer with a sloughy base. There ithems tl 
were only one or two smal! glands in the posterior triangles, byt (lUS!O" 
enlarged groups of glands were present in both axillae. The spleen selves un 
was easily felt, and was firm. A papular rash was present over the for the a 
trunk and buttocks. A throat swab showed many Vincent's eg. 2/40 
organisms. Cultures for C. diphtheriae and for haemolytic strepto. jit is inte’ 
cocci were negative. On June 2 the blood count and a Paul-Bunnell |continues 
titre of 1 in 640 established the diagnosis of glandular fever. A blood 


count showed 4.5 million red cells, 100% Hb, and 10,800 white cells, Ol 
of which 33% were polymorphs, 46% lymphocytes, 20% Monocytes, | di 
and 1% basophils. The Paul-Bunnell test was positive at 1 in 649 The 1 


On. June 4 the glands in the neck were larger, fever was persisting, disease 1! 
and the splenomegaly and the rash were unchanged. Intravenoys Strong ¢ 
novarsenobillon 0.3 g. was given at noon: within 6 hours there was jconfirma 
a diminution of pain and dysphagia, and on the next day the tion of t! 
temperature dropped to normal. During the succeeding days the 

throat healed, the rash faded, and the spleen became smaller. The 

patient was discharged from hospital on June 14. 
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liness, W 
- Cases VII and VIII ecovery 


These were mild anginous cases which were under observation #sually @ 
concurrently with the first three. They presented no exceptional rincipal 
clinical features and did not receive treatment by arsenic. Accord-{ 2. Glar 
ingly no further description is given, but their haematological find-byents are 
ings have been tabulated. for purposes of illustration. o other 

stablishe 


Local Treatment of Very Severe Throat Infections tpi 


The throat lesions of the anginous type of glandular fever|probable. 
may be among the most severe that can be encountered. Notlunless th 
only may there be massive oedema accompanying the acute! 3- Thr 
inflammation of the tonsils and neighbouring structures, bute arouse 
these may become extensively ulcerated ; considerable bleeding jin which 
may ensue. Bronchopneumonia may develop and bring about/tion of s 
a fatal issue. Severe dysphagia often occurs, militating against {Cases I a 
the full fluid intake so desirable in acute febrile illnesses, In > ga 
addition, if the lesion is unilateral it may cause asymmetrical |' og 
dysfunction of the soft palate with resulting regurgitation of Sich lar 
fluids through the nose. In these circumstances local treatment 4 Bloc 
becomes a matter of concern. siaation 

Scrupulous attention to cleansing of the throat, teeth, and |leucocyte 
gums was the first essential. No benefit was to be obtained jcan be d 
from the usual gargles, such as eusol 1 in 4 solutionjoccur, a 
or Milton fluid, nor from Mandl’s paint. It seemed that eat . 
swabbing with hydrogen peroxide (10 vols.) was the most effec- ye 
tive local treatment in the acute stage, while applications of |, : 
hot cotton-wool or of kaolin eased the pain in the neck. Aftergormal is 
the very acute stage, and for residual ulceration of the tonsils, {the possi 
a paint made up of equal parts of liq. arsenicalis and tinct, bear this 
ipecacuanhae was the most effective local application. In throatj|which ar 
lesions of this severe order fluids had to be given neither hot + gee f 
nor very cold. In none of our cases was the reduction of itie * 
fluid intake through dysphagia sufficiently prolonged to neces- aioe a 
sitate rectal or intravenous infusions. It was important to Res 
avoid any medicine containing piquant flavouring agents such besiutinis 
as peppermint or ginger. Irritant solutions had to be avoided, diene. « 
and the well-known Army “three fifteens,” containing 900Jon ecsent 
brom. 15 gr., chlor. hydras 15 gr., and tinct. opii 15 m., Coul@)ing featu 
not be employed. Morphine 1/4 gr. by injection had at timesjtitre of | 


to be used to induce sleep. ro . 


showin 
The Use of Intravenous Arsenic following 


It is evident from the foregoing histories that arsenic waS¥mphasiz 
employed in Case I with the aim of countering a Vincent’s}(3) In gi 
infection which was believed to be complicating anginousjand the 
glandular fever. The seeming beneficial effect of the drug # ee 
this case prompted its experimental use in Cases II and III even} the at 
though no Vincent’s organisms had been found in the throat oy erytp 
In both, rapid subjective and clinical improvement resulld{on the 8 
and substantially similar results followed the same therapy Mfbut the 
the remaining cases. In view of the small number of casésion and 
treated in this way, and in the absence of any controllejie is ¢ 
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a 
lest @ rise |observations, impressions alone and not definite conclusions are 
‘he result. We are aware that in many instances a termination 
. _“s¢ the condition by crisis does occur, and that there is great 
n June 1, Wariation in the severity and duration of illness in different 
© Ee described here the .immediat 
sweating {cases. But in all the cases described here the . immediate 
left-sided |improvement in the patient’s local and general condition, and 
feverish he marked subjective improvement upon which all the patients 
ged and |nemselves commented, do render it difficult to escape the con- 
©. There ysion that the arsenic was greatly beneficial. We find our- 
oe et ‘aves unable to offer any explanation of its mode of action, 
. our ‘fe ot the apparent effect did not extend to other manifestations— 
lands and spleen continued to enlarge in some cases, and 


Vincent’s e.8, & : . 
C strepto- ny interesting to note that in Case IV the Paul-Bunnell titre 


l-Bunnell |continued to rise. 
A blood 


_ 






Observations on the Diagnosis of the Condition 
The diagnosis of glandular fever is usually not difficult. The 
ersisting, isease is suspected more often than it exists, but, in general, 
travenous Strong clinical indications are followed by haematological 
there was confirmation. Certain relevant points emerge from considera- 


day the|tion of these cases. 


he b 1, History—In nearly all cases of glandular fever the history 
eveals some days of malaise before the onset of the acute illness. 

t is not uncommon for a patient to mention a recent feverish 

Iness, with or without sore throat, from which an incomplete 

ecovery has been made—e.g., Cases III, V, and VI. Sweating is 


servation fsually a conspicuous symptom, and may even be the patient’s 
‘ceptional principal complaint. 
Accord-{ 2. Glandular Enlargements.—Posterior triangle glandular enlarge- 


ical find-Iments are suggestive in association with sore throat, but if there are 
o-other glandular enlargements the diagnosis is not likely to be 
stablished. The natural reluctance to examine the axillae thoroughly 
ns in feverish patients should be set aside, since ‘with considerable 

andular enlargement here the diagnosis becomes much more 
ar fever probable. The glands in the groin are rarely of diagnostic help 
>d. Notlunless they are enlarged to a very considerable degree. 


Ne acute! 3° Throat Inflammations—The suspicion of glandular fever should 
res, bute aroused in any severe inflammation or ulceration of the fauces 
bleeding jin which the findings on microscopical and bacteriological examina- 
ig about{tion of swabs are insufficient to account for the condition—e.g., 
against {Cases I and III. Conversely, in some cases the bacteriological find- 
ses, In/itgs appear at first adequately to account for the condition of the 
metrical throat and so obscure the diagnosis—e.g., Case II, in which a pure 

‘ growth of haemolytic streptococci was obtained, and Case IV, in 
ara which large numbers of Vincent’s organisms were found. 


4. Blood Cytology—Table I illustrates well the wide range of 
variation which may be met with in the total and differential 












th, and leucocyte counts, and it is evident that no one diagnostic picture - 


dbtained jcan be described. Further to illustrate the variations which may 
solution joccur, a case of “ glandular ” type (Case A, Table II) seen subse- 
ed that {quently in an adult showed 3,000 per c.mm. of lymphoblasts and 
st effec- monoblasts out of a total white cell count of 32,000. per c.mm.: at 
ional subsequent count a week later these cells had completely dis- 

After ppeared. While in general some fairly marked departure from the 
, ormal is encountered, the blood picture may at first fail to suggest 
he possibility of glandular fever. It is well for the clinician to 
u this in mind in the interpretation of blood counts on cases 
ch are clinically suggestive. In these anginous cases the im- 
rant feature was a departure from normal in a direction’ other 
tion of|than the absolute neutrophilia which one would expect in a severe 
septic throat. Such a finding should certainly prompt repeat counts 
to determine the maximum mononuclear cell increase. 


“i Paul-Bunnell Tests—Whatever may be the significance of the 
gglutinins for sheep erythrocytes which are developed in this 
disease, demonstration of their presence in appreciable titre is still 
an essential factor in diagnosis. Attention is drawn to the follow- 
ing features: (1) In cases seen by the 12th day or earlier a diagnostic 
titre of agglutinations had already been reached. The very high 
level of 1 in 10,240 on the 11th day in Case I and its maintenance 
: after a further 22 days is particularly noteworthy. (2) Case II, 
showing a titre of 1 in 80 on the 9th day and 1 in 1,280 on the 
? following day, illustrates the rapid rise which may occur and 
nic waS¥emphasizes that repeated estimations of titre. may be necessary. 
‘incent's (3) In general there was no correlation between the titre attained 
n and the severity of the illness; but the fact that a rapid increase 
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in the absence of serial daily determinations. (4) The importance 
throat r the absorption tests with guinea-pig kidney extract and autoclaved 
esti x erythrocytes is well illustrated by Case I. In this the final test 
“pon the 87th day of the disease gave an unabsorbed titre of 1 in 320, 
apy Mbut the agglutinations were completely absorbed by ox-cell suspen- 
of caseij sion and are not to be regarded as of glandular fever type; the 
ntrolle@'itre is accordingly recorded as nil. 


III even 


ginous 
drug inj™4Y Occur in a short time probably renders this observation invalid . 


6. Response to Therapy—Any beneficial action of sulphonamides 
in glandular fever is exceedingly doubtful, as indeed might be 
expected if the disease is in fact due to a virus. In this series 
Cases II and IV received such therapy with no improvement, and 
Kilham and Steigman (1942) record the same lack of response in 
five anginous cases. In any acute throat condition treated by 
sulphonamides without response the possibility of glandular fever 
should be borne in mind, especially in cases in which a presumably 
sulphonamide-sensitive organism is present in large numbers (e.g., 
Case II). In the Army over-seas, the possibility of faucial diph- 
theria, often presenting atypical features, is of course ever in mind 
and carefully excluded. Our claims for the beneficial action of 
arsenic in these severe anginous manifestations of glandular fever 
may be contested on the ground that they were in effect examples 
of Vincent’s angina superimposed upon glandular fever and that 
the favourable course was but a substantiation of the merits of the 
conventional treatment of Vincent’s infection. But only three of 
the cases showed microscopical evidence of Vincent’s infection, and 
the response in the other cases was similar in kind and degree. 
This prompts the reflection that many cases diagnosed as Vincent’s 
angina might on further investigation be revealed as cases of 
anginous glandular fever. 


Changes in Bone Marrow 


The neutropenia present in many of these cases prompted 
inquiry into changes in the bone marrow. Sternal puncture 
was accordingly performed on two cases of mild glandular type. 
The blood changes in one of these has been previously referred 
to. The differential counts on the marrow cells are recorded in 
Table II together with the results of white blood counts taken 
at the same time. (The classification of the cells has been 
condensed for the sake of brevity.) 

Both marrow smears showed an approximately normal 
degree of cellularity. It is noteworthy that the highly abnormal 
blood picture in Case A is not reflected in the marrow. The 
somewhat high myeloblast count in both suggests a. disturbance 
of granulopoiesis. That this is probably a maturation defect at 
the myeloblast level is indicated in Case B by the diminution in 
numbers of more mature myeloid cells—an observation which 
coincides with the marked blood neutropenia. The normal 
erythropoiesis is in accord with the customary absence of 
anaemia usual in these cases. 

It is regretted that circumstances were unfavourable to the 
carrying out of sternal puncture on some of the severe anginous 
cases. The determination of the degree and level of the marrow 
defect in such cases would have been of great interest in view 
of their similarity to agranulocytic angina in some points. It 
may be noted, however, that the neutropenia in Case B was as 
pronounced as any met with in our anginous cases. 


TaBLeE II.—The Blood and Marrow Findings in Two Further Cases 
of Mild Glandular Type 




















Marrow Blood 
¥ Per c.mm. 
Case A | Case B 
Case A | Case B 
‘ ee % Total W.B.C. .. | 32,000 | 17,000 
Segmented poly- 18-0 8-4 Neutrophils 5,250 1,200 
morphs Lymphocytes .. | 21,250 | 14,450 
Metamyelocytes .. 23:2 13-4 Monocytes ae 2,560 1,180 
Myelocytes 19-2 11-2 Lymphoblasts 2,940 170 
Premyelocytes 8-2 8-2 and monoblasts 
Myeloblasts 6:2 96 | 
Lymphocytes 13-0 15-2 |i 
Monocytes ey 0-6 5-4 | 
Haemocytoblasts .. 0-4 2:2 
Erythroblasts 3-0 6°6 
Normoblasts 8-2 19-8 

















Observations on the Aetiology of the Faucial Ulceration in 
These Cases 


Glandular fever presents many diverse signs, and in general 
this may be ascribed to the great variation in the amount and 
situation of the lymphoid hyperplasia throughout the body. It 
is indeed remarkable that in a generalized septicaemic, infection 
such as this, whose dominant feature is lymphoid hyperplasia, 
many areas of lymphoid tissue appear to escape relatively 
unaffected. There is a tendency to regard anginous glandular 
fever as a distinct type, whereas rather would it seem to be a 
fortuitous manifestation of a general infection depending upon 
the occurrence of a maximum degree of hyperplasia in the 
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lymphoid tissue of the fauces with subsequent ulceration of the 
overlying mucosa. 

It has been seen that neutropenia of some degree was present 
in all our cases at some stage of the disease, and Kilham and 
Steigman (1942) report a similar finding. It has been suggested 
that this neutropenia bears a direct aetiological relationship to 
the occurrence of faucial ulceration—that the lesions are in fact 
of similar nature to those seen in agranulocytic angina. Against 
this view the following points may be mentioned: (1) The 
neutropenia is not confined to the anginous type of the disease. 
(2) In no case did it amount to the complete or nearly complete 
disappearance of neutrophils seen in agranulocytic angina. 
(3) Neutropenia of the same intensity as that seen in many of 
these cases—perhaps even a greater intensity—is observed in 
many conditions of which faucial ulceration is not a feature. 
(4) The stage of the disease at which it was observed in our 
cases varied greatly and in general could not be correlated with 
the condition of the throat: for example, Case I, one of the 
most severe, showed a neutrophilia during the worst phase, a 
moderate neutropenia appearing later ; while in Case IV heal- 
ing occurred despite the persistence of a severe neutropenia. 
(5) In agranulocytic angina there is evidence of long-continued 
neutropenia before the onset of faucial ulceration. The same 
may be the case in glandular fever, but in general the period 
of malaise before the faucial ulceration starts is relatively short, 
though it seems a more likely occurrence in the “ double” or 
relapse type of illness seen in Cases II and V. If neutropenia 
does occur it no doubt facilitates the invasion of broken surfaces 
by secondary bacterial invaders, and so the initiation of a 
further degree of neutropenia by sulphonamides might adversely 
affect the outcome. Hence we consider that sulphonamide 
therapy is absolutely contraindicated in all cases of glandular 
fever, for a greater degree of neutropenia so induced may 
facilitate the development of the arginous form as the disease 
progresses. A possible example of this occurrence is Case V. 

On the available evidence our conclusion is that neutropenia 
plays probably only a secondary part and is not in itself the 
cause of the ulceration. Further studies are needed for eluci- 
dation of this point. Blood and marrow studies during interim 
periods, such as were observed in Cases II and V, might yield 
information of interest 


Summary 

Among patients with anginous forms of glandular fever are to be 
found some of the severest throat infections encountered in medical 
practice. Acute inflammation with purulent exudate, oedema, ulcera- 
tion, haemorrhage, and mechanical jnterference with the action of the 
soft palate may severally be present. 

Six patients suffering from anginous glandular fever were treated 
with intravenous arsenicals. Speedy and conspicuous benefit was 
obtained. 

The haematological findings in these and other cases are tabulated 
and discussed. In cases seen before the 12th day -a conclusive 
diagnostic titre of agglutinations had_already been reached. 

The general treatment and management of very severe throat infec- 
tions are considered. 

Diagnosis is reviewed briefly from the standpoimts of history, 
glandular enlargement, throat inflammation, haematology, and 
response to drugs. 

. Neutropenia was present at some stage in each of our cases. Its 
significance is discussed. Since sulphonamides are apt to cause 
neutropenia they are contraindicated in this disease. 


Our thanks are due to Major G. L. Robinson, R.A.M.C., for 
carrying out laboratory investigations in Cases IV, V, and VI. 
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H. H. Clemens (J.: Pediat., 1945, 26, 66) records his observations 
on 80 cases of exanthema subitum (roseola infantum), of which 42 
were in boys and 38 in girls. Most occurred in February, March, 
April, and October. The disease is characterized by an abrupt onset, 
malaise, and termination in an afebrile exanthem. Fever, irritability, 
and slight enlargement of the lymphatic glands are typical in the 
eruptive stage. Complications are very rare. The blood shows 
relative leucopenia and neutropenia with lymphocytosis by the third 
day of disease. 
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All ABO blood-grouping and cross-matching tests were 2Ist De 
formed in tubes (5 cm. by 1 cm.). In the cross-matching teste ay 
equal volumes (0.4 c.cm.) were used of serum, citrate-sali ve ‘. N 


and citrated cell suspensions of 0.5% strength in terms of cel atient he 
sediment. Mixtures were stood five minutes and then cen iipreviously 
fuged at 1,500 revs. per min. for two minutes. Readings werjA radiogr 
made with the naked eye after adequate agitation of tubed 28rh De 
Blood groups were always tested on cells and serum. In crosdside. No 
irregular p 
donor’s cells, and the donor’s plasma against the recipient} 33rd Da 
cells. In Rh investigations the tube technique described below 38th Da 
(on p. 586) was used. 43rd De 
in part du 
Case History 

An unmarried woman aged 47 sought medical advice in Apri 
1943, because of increasing lassitude and pain in shoulders a 
elbows. She had recently had a “ chill.”” On April 29 she had ¢ 
severe bout of melaena and pain in her abdomen, left side of ch 
and knees. There was no fever. 
On the 30th she had a haemoptysis. Purpura now appeared on 
limbs and trunk. On May 1 the blood count was: 
1,552,000; platelets, 144,000; leucocytes 19,800. Haemoglobin 36% {deteriorate 
coagulation time, 24 minutes; bleeding time, 12 minutes. -Her la : 
menstrual period began on May 3, and lasted 16 days; the' | 
was profuse. The spleen was not palpable. Her previous medi 
The patient had never had a blood trans; $Js5¢ Da 
fusion and had never been pregnant. In spite of the platelet coun}Cjoss-mat 
a very tentative diagnosis of thrombocytopenic purpura was madeithree day: 
It was decided to give blood transfusions to raise the haemoglobi 
to a level high enough to permit of splenectomy. At this time t 


suspensions only were used in the 10 transfusions reported beloWgnd the p 
All transfusions were given at very slow drip rates. Blood olde%irine were 
than eight days was not used. The standard mixture of donorsthat blood 
blood from which concentrated red-cell suspensions were prepa 
was: .whole blood, 400 c.cm.; glucose, 20 c.cm. of 15% solution 
and sodium citrate, 120 c.cm. of 2.5% solution. 
events was as follows, dating from the first transfusion given 
May 1. : 

Ist Day.—First transfusion. Given 450 c.cm. (two donors). 
febrile reaction. Later, one donor was found to be Rh-+, but thespecimen « 
other was never traced. : 

2nd Day.—Second transfusion. Given 450 c.cm. (two donors as still 3 
No febrile reaction. Both donors later found to be Rh+. C 38th Da 


Marked improvement followed these transfusions. 

3rd Day—The patient had a severe vaginal haemorrhage, 
despite this, was much better. On the 4th day the R.BC. 
3,720,000 and the Hb 66%; next day the Hb had fallen to 60%. 

6th Day.—Third transfusion. Red cells were prepared from gto 
donors, both subsequently found to be Rh+. When 200 c.cm. laf, nite. 1 
been given the patient had a rigor. Transfusion was promply Hb x 
stopped. The temperature rose from 99 to 103° F.” No improwiin b 
ment. On the 8th day the Hb had dropped to 46% and the RBG netechiae : 
to 2,480,000. On the 9th day the patient suffered from ret 6th D 
haemorrhages. On the 11th day multiple ecchymoses appeared 0  d a 
the trunk and there was a profuse epistaxis. A specimen of blot rae 


inc a Tec 
However, 





* This article came into our hands when the untimely death 
one of the authors—Dr. G. L. Taylor—was announced. 
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oe 
collected from the recipient on the 9th day was now referred for 
Ppp investigation. In respect of the third transfusion a pre-transfusion 
’ SP vample of the recipient’s blood had been conserved in cold storage, 
TER had samples of blood from both donors. Cross-matching tests 
Qs repeated, using all these specimens, but no incompatibility. was 
‘Idetected with the tube-centrifuge technique described above. The 
n of recipient’s blood collected on.the 9th day was tested 
for the Rh factor, and the cells gave a good positive reaction. No 
irregular agglutinin was detected in the serum. 
13th Day.—R.B.C., 1,696,000 ; Hb 35% 5 platelets 52,000. Clinical 
if {ation suggestive of infective endocarditis. 
4th Day.—Fourth transfusion. Given 500 c.cm. (two donors). 
No febrile reaction. The sample of recipient’s blood collected on 
é the 9th day was used in the cross-matching tests, which showed 
compatibility. General condition improved. The donors were never 
traced, so that their Rh groups are not known. 
17th Day.—R.B.C., 1,992,000; Hb 46%. A specimen of the 
" irecipient’s blood was collected and used in cross-matching tests for 
the next two transfusions; no incompatibility detected. 
2th Day.—Fifth transfusion. A suspension of 500 c.cm. of red 
cells was prepared (two donors). Transfusion stopped when 250 
ccm. had been injected, because the needle slipped out of the vein. 
No febrile reaction. Later, one donor was found to be Rh-nega- 
tive, but the other was never traced. 
21st Day.—Sixth transfusion. The 250 c.cm. remaining in the 
bottle used the previous day was given. In addition 450 c.cm. of 
cells (two donors) was given; both donors later found to be 
h+. No febrile reaction. Some hours after transfusion the 
patient had pains in her knees, but she had had similar pains 
N cCentriipreviously. Two days later she had pains in the back and knees. 
radiograph of the spine was negative. ; 
2th Day.—Acute pleurisy with audible rub developed on left 
ide. No cough or haemoptysis. General condition fair. Some 
rregular pyrexia. 
33rd Day.—R.B.C., 3,120,000; Hb 53%. 
38th Day.—R.B.C., 2,560,000; Hb 50%. 
43rd Day.—R.B.C., 1,696,000; Hb 26%. This fall was probably 
in part due to the very severe purpura present. 
44th Day.—Seventh transfusion. Given 450 c.cm. (two donors). 
ter, one donor was found to be Rh-negative, but the other was 
r traced. The specimen of recipient’s blood used in the cross- 
ing tests was collected the day before transfusion, and no 



























ine was a deep orange colour but apparently otherwise normal. 
Four days later the R.B.C. was 2,384,000 and Hb 34%. 

od trans; §/st Day.—Eighth transfusion. Given 480 c.cm. (two donors). 
let cout Cioss-matching tests, using a sample of the recipient’s blood collected 
‘as Madtihree days previously, revealed compatibility. Subsequent tests 
moglobiishowed one donor was Rh+ and the other Rh-negative. Soon after 
ume transfusion the recipient became very restless and her condition 
d red-celideteriorated seriously. The temperature rose from 101 to 102° F. 
d belowbnd the pulse became rapid and thready. A few ounces of dark 
od oldefirine were passed shortly after transfusion, and a note was made 
| donorsihat blood was present in the urine. A second specimen of dark 
Preparedurine was voided half an hour after the first, but it was not so dark. 
solution Two hours later more urine was voided; though still dark, it was 
uence much clearer than the first two specimens. Subsequent specimens 
given oof urine were of normal appearance. Either the second or the third 
of the dark specimens of urine was examined with a spectroscope, 
but no haemoglobin was detected. It seems probable that the first 
specimen of dark urine contained haemoglobin. Tests for bile salts 
and pigments were negative. Three days after transfusion the Hb 
donors" still 34%, but the R.B.C. had fallen to 1,969,000. 

ig Cros 38th Day.—Ninth transfusion. Given 900 c.cm. of red cells from 
patibilityfour donors, all later found to be Rh+. Cross-matching tests, using 
A specimen of the recipient’s blood. collected two days previously, 
age, vealed no incompatibility. Nothing untoward noted during trans- 
B.C, wif'Sion (which took over six hours), but soon after transfusion the 
60%. Felpient was restless, irrational, and incoherent. The temperature 
from (wer from 100 to 103.4° F. and the pulse became rapid and feeble. 
cm, 2 ext morning there was a suggestion of jaundice, but nothing 
pelinite. Urine normal. Three days later the R.B.C. was 1,616,000 
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ove 2 Hb 26%. The large-volume transfusion of red cells had been 
ne RBQMOUut beneficial effect. Patient now very anaemic. Numerous 
m retingpe® hiae and ecchymoses present. Spleen just palpable. 

yeared 65th Day.—Tenth transfusion. 450 c.cm. of red cells prepared 
of bloog'¥ donors). Both donors subsequently found to be Rh+. No 


pros matching tests were carried out at the transfusion laboratory, 
death f° @ recent specimen of the recipient’s blood was not available. 
“Powever, a sample of her blood was collected immediately before 


starting transfusion, and a cross-matching test by the slide technique 
was performed while transfusion was in progress. Distinct agglu- 
tination of the donors’ corpuscles was observed. A message was 
then received that 200 c.cm. of’ blood had been injected and that 
the recipient was having a rigor and had pain in the occipital 
region. Transfusion was immediately stopped. The temperature 
rose from 98 to 101° F. Next morning there was slight transient 
jaundice. 

66th Day.—Further investigations requested. The pre-transfusion 
sample of the recipient’s blood was referred for investigation. 
Specimens of the donors’ bloods had been conserved. Cross-match- 
ing tests were carried out by the tube-centrifuge technique and the 
donors’ cells were agglutinated into solid clumps which vigorous 
shaking of the tubes failed to’disrupt: The donors’ plasma did not 
agglutinate thé recipient’s cells. Recipient’s and donors’ groups 
were confirmed as O. The recipient’s serum was then tested by 
the tube-centrifuge technique against the cells of 46 Group O persons, 
and 36 of these were strongly agglutinated. Relaxation of the rule 
that concentrated red cells should not be issued without preliminary 
cross-matching tests, using a fresh sample of the recipient’s blood, 
resulted in the incompatibility being missed, and nearly had serious 
consequences for the patient. Blood urea, 75 mg. per 100 c.cm. 
Urine normal. Four days after transfusion the Hb had fallen to 
22% andthe red cells to 1,248,000. 

71st Day.—Further tests revealed that the recipient was in fact 
Rh-negative and that her serum contained a potent anti-Rh agglutinin 
with a titre of 1:.512,000. The technique of titration was that 
described by Taylor and Race (1944). 

Efforts were forthwith made to trace all donors used in the trans- 
fusions, in order to ascertain their Rh groups, and these have been 
given above. Independent serial titrations of the recipient’s serum 
were carried out: against the cells of three Group O Rh+ donors 
(see Graph 1). A maximum titre of 1: 1,024,000 was attained on 
the 74th day—i.e., on the ninth day after the tenth transfusion. The 
effects of the various transfusions on the haemoglobin level are 
shown in Graph 2. In tests against the cells of 1,674 Group O 








1,024,000 

655000 @=Rh+BL00D 

«+7900 {| ORR NEGATIVE BLOOD 
2000F w@=Rh GROUP NOT 

262000 H ASCERTAINED 


463000} 
131,000} 
128000 
81,000+ 
65,000 + 
40,000 
32,000 
16000 
2048 
4,024 
256 

0 











9 JAUNDICE ? 
10 RIGOR; JAUNDICE 





TITRE OF ANTI-Rh AGGLUTININ 





(MB 8 «- HAEMOGLOBINURIA 





= (SSS 7 JAUNDICE 





58 6 1 4 1 & & % MO W i 
DAY are: 











GraPH 1.—Serial titrations of anti-Rh agglutinin in recipient’s 
serum against cells of three known O Rh+ persons. The 
maximum titre was attained on the ninth day after the last 
transfusion of Rh+ biood, and thereafter steadily declined. 
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GraPH 2.—The curve shows haemoglobin level during the period- 
when transfusions of Rh+ blood were given. 


persons the recipient’s serum agglutinated 1,404 (84%) and reacted 
negatively with 270 (16%). 

Subsequent blood transfusions were uneventful. A further 14 
transfusions were given, involving the blood of 27 Rh-negative 
donors. Improvement followed every transfusion and there were no 
febrile reactions. The haemoglobin was raised from 29 to 70%. 
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These transfusions rallied the patient temporarily, but ultimately 
her condition rapidly deteriorated. Petechiae and ecchymoses con- 
stantly appeared in various situations, and profuse haemorrhage 
occurred at times per vaginam. Gradually the patient became 
emaciated, and ultimately, since treatment was of no avail, trans- 
fusion therapy was discontinued. The patient died on the 128th 
day. 

Necropsy was performéd by Dr. W. Panes, assistant county 
pathologist for Monmouthshire. The primary disease was lymph- 
adenoma, the distribution of which was confined to the liver, gastro- 
hepatic lymph glands, and ovaries. Multiple ecchymoses were 
present in the tissues, which were oedematous. The spleen weighed 
1 Ib. and: was engorged. The liver was not enlarged, and contained 
much deposit of iron. The kidneys were normal macroscopically, 
but were not examined histologically. The uterus was slightly 
enlarged and several fibromyomata were present. 


Discussion 

The first three transfusions were given on the first, second, 
and sixth days respectively, and five of the six donors used 
were Rh+, while the Rh group of the sixth is not known. 
The original Rh+ diagnosis was made on the third day after 
the third transfusion, and was certainly due to large numbers 
of surviving cells of the Rh+ donors in the recipient’s blood. 
Differential agglutination tests (see Wiener, 1942, and Mollison, 
1943) might have revealed the true diagnosis, but as so much 
Rh+ blood had been transfused this is doubtful. In the event, 
the Rh+ diagnosis induced a false sense of security, in no 
way lessened by the fact that the next three transfusions were 
not complicated’ by febrile reactions (although two at least 
of the six donors used were Rh+) and no incompatibility 
was observed in the cross-matching tests. The reaction com- 
plicating the third transfusion was possibly haemolytic in 
nature, since there was no subsequent rise of haemoglobin. 
Haemolytic reactions complicated the seventh, eighth, ninth, 
and tenth transfusions. However, for the above-mentioned 
reasons, and because of the clinical condition of the patient, 
the significance of these reactions was not at first apparent. 
Only in retrospect did the position become clear. It was 
because of the reaction and the agglutination observed in the 
cross-matching tests (by the slide method) in the tenth trans- 
fusion, and the failure of the patient to improve despite trans- 
fusions, that further investigations were requested. Only when 
the Rh-negative diagnosis was made and the anti-Rh agglutinin 
discovered in the recipient’s serum was the whole history 
reviewed and the facts as outlined above placed in their true 
perspective. 

Cross-matching by the tube-centrifuge technique probably 
explains why incompatibility was not detected earlier. DeGowin 
(1938) reported a haemolytic transfusion reaction (Case 6) in 
which cross-matching -tests by the tube-centrifuge technique 
did not reveal incompatibility. The recipient and donors 
belonged to Group A, and in the light of present knowledge 
it is probable that immunization to the Rh factor was involved. 
The tube-centrifuge technique is eminently satisfactory for 
rapid blood-grouping and cross-matching tests in the ABO 
system, but it certainly does not suffice in cross-matching tests 
when very weak anti-Rh agglutinins are present in the 
recipient’s serum, and especially if tubes are stood only for 
a few minutes before being centrifuged ; when, however, the 
Rh antibodies are strong, the tube-centrifuge technique is satis- 
factory (Drummond—personal observations). To detect incom- 
patibility due to anti-Rh agglutinins the cross-matching tests 
should be performed by the following method. 


Equal volumes (about 0.05 c.cm.) of serum and of red-cell 
suspension (0.5-1% in terms of sediment) are mixed in a small 
tube; 2 in. by 1/4 in. precipitin tubes serve well. In the great 
majority of cases agglutination due to Rh cannot be detected by 
the slide or tile method commonly used for ABO grouping. In 
addition to the cells of intended donors the recipient’s serum should, 
whenever possible, be tested against, say, four or five lots of Rh+ 
cells known to be strongly reacting and against control Rh-negative 
cells. Serum and cell suspension are mixed by flicking the tube with 
the finger. Capping or corking the tubes will prevent evaporation. 
Readings are made after an hour at 37°C. Some of the cell sedi- 
ment is carefully drawn up the stem of a Pasteur pipette and spread 
gently and evenly on a microscope slide and examined for agglutin- 
ates under a low power. In a negative reaction the cells are free 
and evenly distributed, but aggregation due to sedimenting may be 
mistaken for true agglutination. 


- of Rh+ blood transfused (14 donors were Rh+, 3 Rh-negati 






Britisu . 
MEDICAL ‘JouRNAL Aral 
— ee 


The serum of the case here reported was of the ordinary 8§ 
type, which contains one agglutinin, and had, in addition to cop 
plete or agglutinating antibody, some of the recently described “ jn) 
complete” (Race, 1944) or “ blocking” antibody (Wiener, 1944) THE 
It is possible, but very unlikely, that the earlier direct tests of 
patient’s serum and the donors’ cells failed to disclose incompas 
bility, because the antibody was then mostly or entirely of ; 
incomplete sort. 


There is another probable reason why incompatibility wa 
not detected earlier—namely, that the anti-Rh agglutining One of 
initially only weak, would be completely absorbed by th after th 
substantial amounts of Rh+ cells transfused. - Therefore, foy service 
an interval after each transfusion no anti-Rh agglutinin woufg sUteic4 


be detectable in the recipient’s serum. that th 
Cases have been reported (Wiener and Peters, 1940 ; Boorm a 
a la 


et al., 1942; Diamond, 1942; Wiener et al., 1942; Dam : 
and Levine, 1943 ; Mollison, 1943 ; Beck et al., 1944) in which bodied 
serious or fatal haemolytic reactions complicated only one mame: 
a few transfusions of *Rh+ blood in Rh-negative recipients ability 
In the above case, despite the tremendously potent Rh antl ® able 
bodies (titre 1: 1,024,000) present in the recipient’s serum deal 0 


80 ' 
soon after the tenth transfusion, and the substantial amo ete 









while the Rh groups of 5 are unknown), symptoms during 
majority of the transfusions were entirely absent. Thus, exce 
for a rigor during the third transfusion, the first six trans 
fusions were entirely symptomless, while the seventh wa 
practically completed before symptoms, not especially severe|®Y* ( 
occurred. Symptoms were entirely lacking during the eighththe co 
and ninth transfusions, though they afterwards became mani war-bli 
fest. Yet in the ninth transfusion no less than 900 c.cm. af 
red cells was given (4 Rh+ donors!). The rigor was not‘ 
severe in the tenth transfusion. Nevertheless, haemolysis cer differe 
tainly occurred in the seventh, eighth, ninth, and tenth trans specific 
fusions, as evidenced by jaundice or haemoglobinuria and the 

fact that there were no surviving Rh+ cells shortly after th 

tenth transfusion. It.is also noteworthy that the haemolyticy 
reactions were not followed by suppression of urine. The Com 
urine was alkalinized as a routine by large doses of potassiu 
citrate given by mouth. It is likely that absence of alarmi 
symptoms during practically all the transfusions was due t 
the fact that the transfusions were all given at very slo 
drip rates, the duration of each transfusion being usuall 
anything from four to seven hours or more. The lessen 
severity, or indeed even total absence, of symptoms whe 
incompatible blood has been transfused at a slow drip ra 












(1944); see also reports by Boorman et al. (1942, Case 1) and|whethe 
Burnham (1930). ledge 


Conclusion 


The above case illustrates the importance of (i) ascertaini 
the Rh group of a recipient as a preliminary when multiple...) ¢p 
blood transfusions are contemplated ; (ii) the possible dang eople 
of being misled when an Rh-negative recipient’s blood giv | 
an Rh+ reading after a blood transfusion ; (iii) never omitti 
cross-matching tests, which should be made in tubes by ahem, 


reliable method. depicte 
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completed, and 2 children developed attenuated measles fourtet of h el 
days after the inoculations. 
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One of the chief tasks incumbent on a nation at war is to look 
after those of its citizens who have been severely disabled in the 
refore, fox service of their country. For the uninformed this is merely a 
nin wail surgical and financial matter, but the informed have long known 
that the working capacity and social readaptation of the disabled 
man do not exclusively depend on his physical condition. To 
a large extent they depend on his state of mind. An able- 
bodied man who goes out to fight and comes back badly 
maimed encounters a variety of problems arising from his dis- 
ability ; according to his temperament and character he either 
is able to solve them or fails. If he fails he creates a good 
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eventually he may become a liability to the community. While 
great strides have been made in many aspects of the after-care 
of the disabled, it is felt that the psychological aspect has so 
far received insufficient attention. 

What follows is a summary of detailed reports on each of the 
isabilities studied—loss of limb, blindness, loss of vision in one 
eye. Considerations of space necessitate omission of much of 
the eigh the confirmatory and explanatory evidence. 200 amputees, 103 
twar-blinded, and 102 monocular individuals were examined 
psychiatrically, each of them for at least two hours. Charac- 
teristics common to all three types of disabled men, and 
differences in their emotional, social, and occupational situation 
specific for each of the disabilities, are discussed. 


I. EMOTIONAL SITUATION 
A. Common Characteristics 


Common Psychological Features.——Severely disabled men, 
imespective of the specific nature of their disability, are apt to 
regard it as a defect which lowers their status in the eyes of 
as due toitheir fellow citizens. In extreme cases, sometimes with but 
more usually without foundation, the men are afraid that 
they may become an encumbrance to their families or to the 
community at large. Fear that they may not stand an equal 
nce with able-bodied men is very common. They are 
drip ratejappreciative of acts of kindness if not overdone. Those who 
Yrummond!are badly disfigured are especially concerned by the doubt 
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ledge gratefully any evidence that this is still the case. Fear 
that they receive sympathy or pity, which they loathe, rather 
than true affection, which they want, is hard to dispel. Their 
mSfeelings of inferiority account for their frantic desire to con- 
n multiple) their disability and, if it makes them dependent on other 
ble dangetneonle, to assert their independence. Like any other minority 
lood SiVluncertain of its social status, they clamour for their rights and 
er Omuttinglare very sensitive to any real or imagined encroachments upon 
them. Since time immemorial evil-doers have repeatedly been 
\depicted as disabled, freaks, or cripples. These writers obviously 
sensed that disablement mobilizes aggressiveness arising from 
dical Jounaenvy and frustration. Owing to their ill-temper, disabled 
9, 535, 569, Persons are often difficult to get on with. 


641. Types of Emotional Reaction 

1. Resignation ; Indifference-——Arguing that it is no good 
crying over spilt milk, a severely disabled man may arrange 
his life according to the changed circumstances ;.or, if his 
ntelligence is too low to grasp the full extent of his handicaps, 
€ may be indifferent to what has happened. But more com- 
only a disablement causes an emotional disturbance which 
persists after the almost universal initial upset. 

2. Depression.—Mourning is the normal emotional reaction 
vations of? any bereavement ; and just as the mourner either gives way 
rmally witifO his feelings or conceals them in front of others, so the 
in 0.4-c.cmpisabled man, inevitably mourning his losses, either is frankly 
The resuliepressed or hides his grief behind a wall of psychological 
lop meas a fences. In some men grief over loss persists. In a constant 
ge wf <Pressive mood, or in moody spells, they surrender to feelings 
es fours helplessness, despond f thi d self- 

, despondency, a sense of unworthiness, and se 










th., 12, 241. 










accusatory and self-condemnatory ideas: They shun crowds, 
social gatherings, and places of entertainment, but are equally 
afraid of the long hours of self-imposed loneliness. They 
want to have the constant companionship of an understanding 
friend who will “do” for them what they are unable to do for 
themselves, but who otherwise takes no notice of their disability 
and treats them as “normal” in all possible ways. In public 
they feel that everybody looks at them and passes remarks 
about them. A harmless remark may make them cry. 


3. Anxiety—Most disabled men realize that, in view of the 
present scarcity of man-power, their immediate future is not in 
danger. But the disabled ex-Service man hankers for permanent 
security and wants to be employed on his merits and not out of 
sympathy. He is afraid that after the war he will be unable to 
compete in a labour market flooded by returned able-bodied 
soldiers and highly skilled workers released from the war 
industries. In addition to justified concern there are commonly 
elements of unreasonable fears, specific in object, abnormal in 
quality, and related to their depressive states. Such disabled 
men minimize their working capacity and magnify the obstacles 
ahead. They paint a gloomy picture of the future and visualize 
themselves, whatever their real prospects, as starving, begging, 
or grinding a barrel-organ at the street corner. A disabling 
injury shatters a man’s belief in his inviolability. Most disabled 
men are therefore more than usually afraid of further injury 
to themselves ; in some this fear assumes quite grotesque pro- 
portions. 

4. Resentment.—A prominent feature in a group of disabled 
men is resentment, either with or without depression. These 
men project resentment at their own fate on their current 
difficulties, suspecting ifl will where none exists. Some men of 
this type ruin their occupational security and marital happiness 
by their uncontrollable temper, while others, like plaintive, 
peevish, and sulky children, refuse to make any real effort to 
earn their living. Others find a scapegoat for their resentment 
by directing it against the Government, various Ministries; the 
Army, or the community at large. 

5. Defiance.—As in the air-raid slogans—“ We can take it” 
and “ Business as usual ”—some disabled men adopt a defiant 
attitude towards their disability. Men of this type are usually 
good soldiers. On the battlefield, though severely wounded, 
they carry on until they collapse ; and in hospital they wish to 
get up before they are fit. If a change of occupation is required 
they settle down to their training with great seriousness and 
determination ; sometimes defiantly they choose occupations 
for which, in view of their disability, they are ill suited. The 
necessity of providing for their dependants is constantly on their 
minds. Their conduct calls for admiration, on which some of 
them thrive ; others resent it and only want to be regarded as 
“normal.” Some realize that they are constantly fighting 
against feelings of depression ; others deny it, stating that their 
only concern is to get on with the job. If their facade cracks 
under the pressure of adversity they are apt to break down. 

6. Cheerfulness—Some disabled men appear to be in high 
spirits. These men are well liked by the staff in hospital, where, 
laughing and joking over their disability, they keep up morale 
in the wards. If any chance of recovery is left, and even if 
there is none, they are firmly convinced that in the end all will 
be well. They profess to be in no doubt that jobs by the score 
are waiting for them once they have been discharged. Strange 
though it may seem, this kind of attitude is particularly com- 
mon in the early phases of the severely disabled, who by this 
process of make-believe deceive themselves concerning the 
incapacitating effect of their disability. Useful as it is at the 
beginning, this mechanism of self-deception, if continued, not 
infrequently prompts them in the choice of unsuitable occu- 
pations and seriously impedes their successful training. A 
certain number of men no doubt realize that they are acting, 
and while they are trying to “laugh it off” inwardly feel 
differently. Genuine satisfaction over loss was expressed by a 
small number of men, who had in this way expiated a deep 
sense of guilt. 


B. Specific Differences 
Quantitative Differences 


A glance at Table I shows that the severity of the emotional 
reaction to disablement depends only to a limited extent on the 
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severity of the actual hancicaps. Compared with other 
. disabilities a depressive mood prevails most often in the blinded. 
But for the excellent care of the blinded at St. Dunstan’s this 


would more frequently be the case. For the same reason, 


despite the severity of their disability the blinded are less 
resentful at their disablement than other classes of the disabled. 











TABLE I 
Resigna- | Grossiy 
Depres- | Resent- Anxiet Defi- | Cheer-| tion; Ab- 
sion ment Y| ance | fulness | Indiffer- | normal 
ence 
% % % % % % % 
Loss of one eye 23 20 34 8 1 14 —_— 
Leg amputation 11 18 6 24 27 12 2 
Arm amputation 24 27 6 20 16 7 oe 
Blindness ri 30 11 — ; 24 12 8 15 
1 | 























Generally, arm amputees are more severely affected emotionally 
than leg amputees. The high incidence of morbid anxiety, of 
depressive and.resentful reattions, in those who have lost one 
eye is remarkable. Loss of an eye is not a disability which 
calls for much defiance to overcome it. Once again the effec- 
tiveness of the handling of the blinded at St. Dunstan’s is 
underlined by the high frequency of defiant and cheerful 
reactions in them. As might be expected, in the disabilities 
considered, leg amputees and monocular personnel constitute 
the highest percentage of those who resigned themselves to their 
loss, while grossly abnormal emotional reactions occurred most 
often in the totally blinded. 


Qualitative Differences: (a) Loss of. Vision in One Eye 


Soldiers who lose one eye are usually retained in the Army. 
This gives them temporary security, which is, however, insuffi- 
cient to prevent a certain number of them from worrying 
unduly about their own future and that of their dependants. 
Another common source of anxiety is dread of injury to the 
remaining good eye. Fear of blindness in the one-eyed accounts 
for most of their complaints, such as headaches, eye-strain, 
blurring of sight, photophobia, and night-blindness. There is 
no physiological basis for these cofhplaints, which are often 
very much dramatized. Their danger-consciousness rather 
than their actual handicap impairs the military and civilian 
working efficiency of many one-eyed men. Typical of this 
group is a monocular regimental policeman who did not dare 
to go out in the daytime because of the bright sunshine or at 
night because he might bump into something, and who hesitated 

‘to arrest an offender because the man might struggle and injure 
the good eye. 

Loss of an eye is usually easily detectable. People are apt to 
comment on the one-eyed man’s defect, and if his socket is 
still discharging he may be repugnant to other people. In view 
of the intact vision in the remaining eye, monocular persons, 
in contrast to the blind, are painfully aware of the social effect 
of their disability. This causes mental suffering in a fair number 
of them; some are frankly depressed, others are resentful 
about it. Both mental attitudes may result in social with- 
drawal. 

Under Service conditions loss of an eye entails lowering of 
medical category and not infrequently of military status. For 
combatant soldiers especially this is an additional strain, which 
either aggravates their depressive mood or reinforces their 
resentment at, their disablement. 


(5) Blindness 


Compared with other war-disabled, the totally blinded are 
worse off because of the severity of their handicaps and better 
off because of the care they receive at St. Dunstan’s. Blinded 
men, with few exceptions, have to change their occupations, 
and they are incapable of taking full part in sport. Visual 
pleasures can only be conveyed to them through the medium of 
an escort. They learn to move about in familiar surroundings, 
but need to be escorted in strange districts and across roads on 
which there is much traffic. Their reliance on sighted people 
—for instance, in reading their incoming letters—deprives them 
of a good deal of their privacy. 

Their restrictions and their unavoidable dependence on sighted 
people are naturally strongly felt by many of them. Some of 


aa 


them are unable to shake off their initial despondency and ay. 
subject to depressive moods, which, it is true, ia I 
intensity and frequency as time goes on. Many blind men nee been 


company or must be busy to keep their spirits up ; if left alc still “pe 
or idle their mind goes back to what is now denied to them ? sik 
- 7 Bi s 


To ward off depressive introspection or retrospection bli 
men make use of two psychological defence measures, Th 
either admit their handicaps but make a determined effort 
master them, or they deny their existence, make light of ‘the 
or profess to be little concerned about them. In the forme 
case these men plunge into their new training to the exclusio 
of everything else ; in the latter they display a false jocularit 
often coupled with a self-deceiving optimism regarding recovers. 
of their vision. Men with empty sockets may cheerfully accep . 
their misfortune, firmly convinced that their sight will comeAfter Prov 
back. 

Thanks to St. Dunstan’s, fear about the future, resentmeg| function: 
and bitterness are less common in the blinded than in othe|unconge! 
groups of the severely disabled. But the general belief thfand may 
blind persons are meek is basically erroneous. Ags they ap Their im 
unable to see what delays their attendants, their very disabijjjand can 
makes for impatience. Frustrated in their major aims and jy 
many small ways, they are apt to be. ill-tempered ; slips on thg 
part of sighted people, whom they envy, especially rouse they Succes 
temper. But their defencelessness, their dependence on sightefon returr 
people, and their need for affection compel them to check theyand on t 
aggressiveness, which shows itself very clearly in their sarcastig@lactor is 
wit, their dreams, and their fantasies. Army. | 


Misinterpretation of imperfectly understood happening 
allied to feelings of inferiority, makes the blinded suspicious 
and doubt as to whether they are still lovable, jealous. The 
jealousy and suspicion may assume grossly pathological pr 
portions, and may then, in combination with dreaminess anf"! TeC°8 
solitariness, become symptoms ofa clinical picture which to aff! ™*!2§ 
intents and purposes conforms to Kraepelin’s paraphrenia, TweUTound 
men in the series of blind men examined developed a typicaPimself 0 
schizophrenia subsequent to their blindness. A hysterical overs” the co 


lay is also common in the blinded. pf depre 
hereas r 


’ mp. 
(c) Amputation ae oe 

The situation of the amputee differs from that of the ny sta 
other groups of disabled in two ways: (1) he can be provided The co 
with an artificial substitute which is of functional value ; (2) hiisabled ; 
re-enters the labour market at arf early date without the backingjorror, 
of an organization such as St. Dunstan’s. ‘Misappoin 
1. The functional efficiency of artificial legs is superior to thahome. T 
of artificial arms. About a half of the arm amputees studiefhe had bi 
could not or would not make use of their artificial arms. Minofeomparati 
limitations and complaints, such as aching of the sound legwhat is ir 
after a day’s strenuous work and difficulty in lifting weighiione to t 
and in kneeling, are fairly common in leg amputees. Generallipr to see 1 
speaking, the loss of a limb has a slowing-down effect. or this 1 
2. In many cases the amputee is able to return to his previoupoldier an 
job or, at least, to his previous trade. If not, to find a suitabl's villag 
job may constitute a major problem: many firms are apt stand him 
employ amputees in inferior jobs. Amputees, more than othempléces int 
are conscious of their precarious work-position, and the pos eturned | 
bility of stump relapses requiring hospital treatment is ap'ly and « 
ever-present worry. ho sense 
During the early stages, before the provision of an artificig'® wish 
limb, the immediate effects of their disability are the men ecognitio 
main concern. During this period grief over loss or defensig’™° pe 
ultra-cheerfulness usually prevails. A man on crutches is - 4 
object of pity, and the loss of an arm is, and remains, Vel Abe 
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conspicuous. Cheerfulness may be merely protective agai ability. 
depressive thought and feeling, and is then based on combatall The soc 
pride and exultation over survival ; or it may be quite genul re varies 
in a few isolated instances of unwilling soldiers who were glp'SPiring ¢ 
to be “out of it”- (“Blighty reaction”). Right from igecently b 
beginning a certain number of men, conscious of their respom arate 





bilities and obligations, were firmly determined to make a ié 
start and to master their disability. 





lomplain | 











With provision of artificial limbs the struggle for existeigoPle’s h 

: oT : aman that « 
begins. By this time early grief over loss and false cheerl 

: “1 eaaiuch mor: 

ness have receded. Instead, as a result of the impact with sogg blindec 





and occupational difficulties, defiant and resentful attitudes g ay do n 
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y and in frequency (Table II). Until then the wounded soldier had 
crease j been nursed and féted ; now he begins to realize that society 
Men newh.ti]] makes demands upon him. Some men are spurred on by 
left alond these demands, whereas others only feel bitter about them. 
‘them. }pitterness originally arising from their disablement is fed 
tion blin by their actual handicaps—e.g., stump relapses or deficient 
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sentmey|functional value of the artificial limb—or by: unsuitable or 
- in othuncongenial employment. Men of the defiant type overcome 
lief thyfand may even thrive on the obstacles placed in their way. 
they ap Their impressive success is related to their previous personality, 
disabiliqand can by no means be expected from every amputee. 


nS and i II. SOCIAL SITUATION 


chat Success and failure of the disabled man’s social readaptation 
in. sightegon return to civilian life depend on his attitude to the community 
neck thejand on the attitude of the community to him. - An important 
- sarcastiglactor is undoubtedly his attachment to or detachment from the 
| ; Army. If the “ Blighty” effect is pronounced his readaptation 
s easy,,but if his identification with and integration within the 
Army had been complete, detachment becomes difficult. He 
hen decries the separation from his comrades, whom he envies 
because they are able to carry on the fight, and, though he may 
‘Inot recognize it, he feels guilty over being “ out of it.” Averse 
o mixing with civilians, whom he tends to despise, he tries to 
surround himself with serving men, thus painfully reminding 
himself of what he has lost for good. Some men take refuge 
n the company of others who share their fate ; extreme cases 
of depression turn away from the community altogether, 
hereas men of the resentful type become troublesome through 
heir impatience, irritability, and disgruntled mood. Men who 
ave lost their one and only prop by their discharge from the 
t the ny start on a roving aimless existence. 

provide The community, on the other hand, receives the returned 
1¢ ; (2) hidisabled soldier with a mixture of curiosity, praise, pity, and 
e backingiorror. People want to know how it happened, and express 
‘Misappointment if it was “ only” due to a Service accident at 
or to thajhome. They acknowledge the hardships and dangers to which 
»§ studiethe had been exposed while they lived in relative comfort and 
s. Minoomparative safety. At the same time he demonstrates to them 
‘ound legwhat is inevitable in warfare, what is even highly desirable if 
g weighiione to the enemy but what they do not want to happen to 
Generalljor to see in those who are near and dear to them. To make up 
: for this they therefore celebrate the return of the disabled 
 previouOldier and shower gifts upon him. They put the flags out in 
4 suitablpis village, arrange reunion parties, while perfect strangers 
re apt #ptand him free drinks in the local and passers-by slip shilling- 
an othenpieces into his pockets. Inadvertently, admiration for the 
the pos#feturned hero has passed into charity for the war cripple. Both 
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nt is apity and excessive praise are ill received by disabled soldiers, 
ho sense what they call insincerity. They neither feel like 
. artificift’ Wish to be treated as returned heroes. They ask for 


he met ecognition of their services but not for noisy praise. For the 
defensi 


ame reason most disabled men do not want and even reject 
pecial privileges, but gratefully accept unobtrusive considera- 
veqion and allowances for the specific requirements of their 
sainpisability. 
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e ag 
ombatal| The social situation of the three disabilities under considera- 
e genui¥O0 Varies in some respects. Blindness has primarily an awe- 
were glfSPiring effect which makes many people reluctant to visit the 
from tecently blinded, to approach him, or even to talk to him. If 
 respon#ee barrier is broken their talk is often unnatural because they 
ke a fregte afraid of saying the wrong thing. Many blind persons 





omplain that their presence has a dampening effect on other 
existeng’°P!¢’s hilarity. Fear of blindness is much more common 
cheerfi =" that of any other mutilation. Hence pity and charity are 
nC uch more frequently and more liberally forthcoming towards 
udes gmt blinded than towards other disabled. By overdoing it people 
lay do more harm than good. Blinded persons resent both 













sloppy pitying and patronizing interference by sighted people, 
well-meaning in their intentions but ill informed about. the real 
handicaps of the blind. Amputees need less assistance than the * 
blind and therefore resent it all the more. Well fitted with an 
artificial limb, they like to think that their defect is not notice- 
able, and are disappointed if this is not always the case. Loss 
of an eye does not call for much sympathy. Monocular persons 
meet with a certain amount of social prejudice and, as the 
derogatory usage of the word denotes, the one-eyed may be 
subjected to some harmless badinage. 

What is true for the large community is equally true for the 
small family circle. To see her son maimed is grievous for 
every mother, and elicits in her a response of loving care. For 
her he is.her hurt child, and she treats him as such. Conversely, 
the disabled man on return home is in need of and appreciates 
acts of kindness and consideration, but after a while he gets 
tired of being mollycoddled and recovers his sense of indepen- 
dence. Many a loving mother or wife, however, keeps on 
fussing over him; they open doors for him which he’ could 
open, rush up and down the stairs which present little difficulty 
to him, and show great concern if he ventures to go out alone. 


Women in general approach disabled men in three different 
ways. Cases of mild or moderate disablement may become a 
centre of attraction for a certain type of woman. A state of 
helplessness appeals to the maternal feelings of others, and they 
stick loyally to him however severely he is disabled. If he is 
very badly maimed some women will turn away from him: 
self-interest and the horrifying effect of the disability prevail. 


Ill, OCCUPATIONAL SITUATION 


Success of resettlement of disabled men depends on their 
actual handicaps, the functional efficiency of artificial substitutes 
(in amputees), the previous personality of the men, their 
emotional reaction to disablement, the efforts of the authorities 
concerned with their placement, the attitude of their employers, 
and the suitability of their employment. 

So far as the men are concerned, factors which make for 
good working efficiency are: (1) absence of residual complaints ; 
(2) a previous conscientious personality ; (3) a defiant attitude 
towards disability ; (4) anxiety about the future ; (5) disinclina- 
tion to relax (in the blinded). Men of the defiant type, all out 
to attain equality with able-bodied workers, will do well even 
against heavy odds, while men anxious about their present or 
future security may content themselves with inferior jobs so 
long as they make a decent living. Many blind men dread their 
leisure hours, when they become dispirited and tend to brood. 
They are therefore eager to work extra hours, but do not 
stand up well to industrial slackness. 

Factors which imperil successful resettlement or impair 
the disabled men’s working efficiency are: (1) the presence 
of residual complaints—e.g., stump relapses in amputees; 
(2) domestic trouble brought on by disablement ; (3) dependent 
trends, sometimes allied with hysterical features ; (4) depression ; ’ 
(5) resentment ; (6) over-defiance ; (7) self-deceiving over-cheer- 
fulness ; (8) intelligence too high or too low for the job obtained. 

Men who had previously been work-shy can obviously not 
be ‘expected to be first-rate workers simply because they are 
disabled. They usually make the most of their disability and 
complain that excessive demands are made on them. Grief 
over loss, if persisting, paralyses a man’s initiative and, like 
resentment, prevents him from making a whole-hearted effort 
at work. Both resentful and depressed individuals withdraw 
socially and are, for this reason alone, ill suited to join a 
working community. Suppression of the disabling effect in 
self-deceiving over-cheerful. individuals, and desire to attain 


‘the unattainable in over-defiant individuals, may be operative 


in the choice of unsuitable occupations. Both attitudes may 
‘lead not only to disappointment but in some instances to a 
complete breakdown. 

Adverse outside factors beyond the control of the disabled 
men are: (1) erroneous vocational guidance ; (2) employment 
in unsuitable jobs, especially inferior jobs ; and (3) unsatisfactory 
management at their place of employment. With a few 
exceptions, all the amputees were in employment at the time 
of examination. A high proportion of men who in peacetime 
had been skilled workers changed over to clerical occupations 
after their disablement. Their tendency to give up their skilled 
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jobs was generally not warranted by the type of their disability. 
Roughly half of the leg amputees were in occupations which 
required .prolonged standing, such as fitters, welders, and 
assemblers ; or walking and car-driving—e.g., factory inspectors, 
salesmen, roundsmen ; or even heavy lifting—e.g., stokers and 
railway porters. About a third of the arm amputees were in 
occupations which required great manual skill, such as fitters 
and welders. About two-thirds of the amputees were satisfied 
with their employment. Those who were dissatisfied com- 
plained that their occupations were too strenuous, were only 
temporary and must come to an end after the war, were too 
monotonous, or did not give them enough scope or a chance 
of promotion. 

The majority of the blinded who were examined were happy 
at their work; a small minority stated that their jobs were 
boring in view of their intellectual capacities and aspirations. 
The war-blinded studied were employed on progress chasing, 
splicing, viewing, fuel-tank pressure testing, building up air 
intakes, identifying, assembling, machine-operating, and deburr- 
ing ; one was a tobaccohist, and another—a work-shy hysterical 
individual—a sweeper. The progress chaser and the sweeper 
were semi-sighted. Monocular men could not be followed up 
into civilian life. 

t Summary 

405 war-disabled persons were psychiatrically examined (200 
amputees, 103 blinded, and 102 who had lost vision in one eye). 

Their emotional, social, and occupational difficulties are discussed. 

The physical handicaps of monocular persons are negligible. 
Physical handicaps apart, the difficulties are predominantly emotional 
in the one-eyed, social in the blinded, and occupational in the 

* limbless. 

Rehabilitation of the war-disabled can only be successful if due 
regard is given to their emotional, social, occupational, and financial 
situations. 


My thanks are due to the Army authorities for permission to 
publish this article. 








OXALURIA IN BRITISH TROOPS IN INDIA 


BY 
J. M. BLACK, M.B., F.R.C.S.Ed. 


Lieut.-Col., R.A.M.C.; Officer in Charge of a Surgical Division, 
B.G.H.; Honorary Surgeon, Dunfermline and West Fife Hospital 


The most interesting feature emerging from a survey of 
urological cases admitted to the surgical division of a British 
general hospital was the frequency of oxaluria as a cause of 
symptoms. The cases investigated were those of men from a 
British division in training in India and admitted to hospital 
during the 12 months Jan. to Dec., 1943. 


Relative Frequency of Urological Conditions 
Of 1,000 operations carried out during Jan. to Dec., 1943, 
68 were for urological conditions and only 28 for acute 
abdominal conditions. Table I shows the total number of 
urological cases investigated and treated during that period. 


TABLE I.—Summary of Urological Cases (77) 


bat No. of 
Condition Cases 
Oxaluria — aa = os = eg ay 5 
Ureteric calculus i ie bs oc Se NA ae 16 
Renal calculus “* fe er _ aA me a cf 
Hydronephrosis 32 fo = Se % - 5 
Sulphapyridine kidney Bek me “ ae is - 4 
Tumour of kidney .. os — “ oo we oe 1 
Bladder diverticulum os < — 1 


Of the 77 cases investigated no fewer than 43 (55%) were found 
to be suffering from oxaluria. Oxaluria was not diagnosed 
until a full investigation—viz., cytological and bacteriological 
examination of the urine, cystoscopy, and intravenous or retro- 
grade pyelography—had been carried out. 

Clinically oxaluria manifested itself in one of the three 
different ways shown in Table II. 


TaBLe II.—Oxaluria: Symptoms (43 Cases) 


No. of 

Symptoms Cases 
Oxaluria with renal colic .. Ae we oi as oa: pe 
Oxaluria with haematuria .. - oe oe a. ne ee 
Oxaluria with epididymitis and cystitis ; 8 


A short case history of each type best illustrates the clinical 
symptoms and signs. 
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Oxaluria with Renal Colic small | 
Pte. H., aged 23, was playing cards after dinner when he bladder 
seized with violent pain in the right iliac fossa. He felt sick mone i 
did not vomit, and there were no accompanying urinary alsin 
Twenty minutes after the onset of symptoms he was admitted 
hospital with a diagnosis of “ ? perforation.” He had had 
previous symptoms. _ Ther 
On examination he was restless and pale, and was vomiti ooo 
Tenderness, rigidity, and hyperaesthesia were present in the tigi _ TYPIC 
iliac region. No abnormality per rectum. After admission jg sion he 
passed 4 oz. of concentrated urine, the laboratory report on whic referred 
read: “A few R.B.C. and many calcium oxalate crystals 7 the left 
Cystoscopy, carried out on the following day, revealed a trigoni “f no histo 
with pouting oedematous ureteric orifices. Cultures from hg 00 Xa! 
cystoscopic specimen of urine were sterile. was SWC 
Retrograde and intravenous pyelograms showed a normal ren om. 2 
tract. The man was discharged to his unit, symptom-free, afte “ok MK 
nine days in hospital, and reported to the surgical out-paties Urethra 
department for three weeks. muy on the 
d J : cells ; 0: 
Of the 20 cases of oxaluria with renal colic only five had on day 
urinary symptoms—frequency or strangury. Two had suffer embedd 
from recent previous attacks and two had lately had amoebg normal 
dysentery. (A relationship between oxaluria and amoebg After d 
dysentery has been emphasized by Manson-Bahr.) . | bed the 
The average duration of symptoms before admission was | With 
hours and the average stay in hospital 17 days. During thi dysuria 
time eight of the patients were cystoscoped and retrograi which » 
pyelography was done, and in the remaining 12 intravenoo? [eft in 
pyelography was carried out; all were negative for calculyy the 
The influence of diet and the importance of fluid intake we lifting | 
stressed to each man on his discharge from hospital, and them ‘@US° 
were no recurrences requiring readmission. ‘Clini 
ture an 
Oxaluria with Haematuria was SW 
Pte. G., aged 33, was on a route march on April 5, 1943, and @ signs W 
10.30 a.m. halted to pass urine. He noticed his urine was “slow ness of 
in coming ’”’ and was like blood. He carried on till afternoon, ar The - 
again passed urine “like blood”; he reported to the R.M.O. anf 
was sent to hospital. culture: 
There was no previous history of symptoms of calculus, Both - 
close questioning, he had been drinking a “ lot of strong tea” befor negativ 
starting on the route march. For the past two months he ha The 
passed urine only twice in the 24 hours. three d 
Physical examination revealed nothing abnormal. Urine passeg- short di 
after admission to the ward was deeply stained with bright-re§ and th 
blood. Cystoscopy at 5 p.m. the same day showed intense congey any inf 
tion of the trigone and blood-stained urine spurting from bot sonditic 
orifices. White crystalline material (oxalate crystals) was embedde di 
in the bladder mucosa in large amount and was floating in wert ; 
fluid medium. The bladder was washed out with normal saline, 4 Possibly 
catheter specimen, taken before cystoscopy, showed: “ Albumin: 
heavy cloud. Deposit: numerous R.B.C.; no pus cells; no orga’ ( 
isms. Many Ca oxalaté crystals. Cultures sterile.” In tw 
He was put on forced fluid intake, and in 24 hours (April 6) crystals 
laboratory examination of urine showed: ‘‘ No albumin; depos Ici 
nil.” Cystoscopy on April 13 showed a healthy bladder mucosa ice cs 
r: 


no evidence of crystals or blood-clot; both ureteric orifices secretin| 


normal urine. Examination of urine revealed: ‘“ Albumin nilf Urine, @ 























no R.B.C.; a few Ca oxalate crystals; occasional epithelial cel§ hydrone 
only; culture sterile.” Radiographs taken after intravenous urd 
selectan showed “a normal renal tract.” ‘ 
On April 26 the patient was discharged to duty; no recurrend It j 
has been reported. : ee 
e te ; i ‘ ( 
The investigation of the 15 cases of oxaluria with haematurq 9,4), 4. 
is summarized in Table III. they are 
But t 
TasBie IIIl.—Haematuria with Oxaluria: Symptoms and rs 
ate ie | (Harrisc 
oo f | Averageg OT enve 
No. SESOOV OE) Noor 
Symptoms of ——— Previous eal To a 
| Cases | Admission | Att@cks | (Day) contain 
(Hours) ba excess ( 
Painless hsematoria cs ae ae 21 | cs general 
aematuria with dysuria .. < 4 54 | : 
Haematuria with renal or ureteric 7 58 6 19 reducing 
pain : | calcium 
Average es i. “ha - | 44 23 indicate 
: The 
ascribec 





The urine in all 15 cases contained red cells and calcit sweating 
oxalate crystals, and culture from the urine was stem inadequ: 
Cystoscopy showed a trigonitis in all cases, and in six of the 


r 
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small brownish particles (old blood-clot) were present in the 





" embedded in bladder mucosa. 


bladder. Intravenous pyelograms or retrograde pyelograms, 
one in all 15 cases, demonstrated no abnormality. 


Oxaluria with Epididymitis 
There were eight cases of this condition, which in my opinion 
is a distinct entity. 


Typical Case History.—Pte. S., aged 21. Five days before admis- 
sion he had frequency and burning, and after micturition some pain 
referred to the point of the penis. The next day he felt pain in 


id the left testis and groin, and the left testis was swollen. There was 


no history of injury or V.D. infection, or exposure to such infection. 


r: On examination there was no urethral discharge; the left epididymis 


was swollen, soft, and tender, with maximum tenderness at the lower 
pole, and also tenderness along the left vas deferens. Per rectum 
there was definite tenderness but no thickening of the vesicles. 


“! Urethral smear and Kahn test were negative. Urine examination 


on the day of admission revealed “a few R.B.C. and epithelial 
cells; oxalate crystals in large numbers ; cultures sterile.”” Cystoscopy 
on day of admission: Marked trigonitis; crystals of ? oxalate 
The bladder was washed out with 


normal saline. I.V.P. and cystogram showed normal renal tract. 


7 After three weeks’ treatment with forced fluid intake and rest in 


bed the epididymitis cleared up completely. 


With regard to symptoms, five of the eight cases had some 
dysuria before the onset of pain and swelling of the epididymis, 
which was affected on the right side in six cases and on the 
left in the other two. Two men gave a history of mild trauma 
to the affected organ; in two the condition developed after 
lifting heavy weights, and in the other two P.T. was the alleged 
cause. 

‘Clinical examination revealed no systemic upset, the tempera- 
ture and pulse rate being normal. The epididymis in all cases 
was swollen, soft, and tender, and the maximum intensity of 
signs was at the lower pole. There was also definite tender- 
ness of the vesicles on rectal examination. 

The urine in all cases showed calcium oxalate crystals, and 
cultures were sterile and there were no pus cells in the deposit. 
Both urethral smear and Kahn test, done in five cases, were 


| negative. 


The average duration of symptoms before admission was 
three days and the average stay in hospital 17 days. The 


short duration of the symptoms, the absence of systemic upset, 
i and the rapidity of resolution, together with the absence of 


any infection of the urinary tract, make me believe that the 


condition is one of irritative epididymitis due to oxaluria and 


direct spread down the vas—the “straining” at ~P.T., etc., 
possibly causing this back-flow. 


Oxaluria in Cases of Renal and Ureteric Calculi 
In two of the 16 cases of ureteric calculi in this series oxalate 


| crystals were present in the urine, and in the calculi recovered 


calcium oxalate was the main constituent. In three of the 


ing SeVen cases of renal calculus oxalate crystals were found in the 


nous urd 
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recurreng 


ematuri 
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urine, and oxaluria was present in two of the five cases of 
hydronephrosis investigated. 


Discussion on Oxaluria 


It is well known that oxalate crystals can be passed in the 
urine for years without any tendency to calculus formation. 
Oxalates may be deposited at any reaction. Most commonly 
they are deposited after the urine has been passed and cooled. 
But they may be present in vivo in suspension in the urine 
and cause irritation, and occasionally even slight haematuria 
(Harrison, 1939). Microscopically they may be in the octohedral 
or envelope form, in the dumbbell form, or in the biscuit form. 

To avoid oxaluria, sorrel, rhubarb, and asparagus—which 
contain more than 2 g. of oxalic acid per kilogramme—and 
excess of chocolate should be eliminated from the diet. The 
general opinion is that it is useless to try to control oxaluria by 
reducing the calcium intake or by increasing the magnesium- 
calcium ratio, and that neither acid nor alkaline therapy is 
indicated in cases of calcium oxaluria. 

The frequency of oxaluria in the present series can be 
ascribed to: (1) the climate—causing loss of body fluid by 


gsWeating and concentration of the urine; (2) the diet— 


. 


dnadequate fluid intake and the presence of oxalate-forming 


food in the diet (tomatoes, strong tea). Neville in 1935 found 
that oxaluria was apt to occur in vitamin B deficiency, but 
in this series there was no clinical evidence of such deficiency. 
The association of amoebic dysentery with oxaluria noted by 
Manson-Bahr was observed in only two of our cases. The 
excessive formation of vitamin D by sunlight is said to be 
connected with tropical lithiasis. 

The seasonal occurrence of oxaluria is illustrated by the fact 
that 30 cases were admitted to hospital during April to Sept., 
1943 (the hottest part of the year), and only 13 cases during 
the periods Jan—March and Oct.Dec., 1943—times when the 
weather is definitely cooler (see Graph). 
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Graph showing minimum and maximum temperatures for 1943 
and occurrence of oxaluria. 


It would appear that the oxaluria resulting from the two 
constant factors often causes haematuria, which leaves the 
binding material in the form of blood protein. Oxaluria con- 
tinues (demonstrated by the finding of oxalates in the urine in 
three of the cases of renal calculus and in two of ureteric 
calculus) and stone formation results. Diagrammatically its 
formation can be shown thus: 


(1) Diet (2) Inadequate fluid intake 


a 
OXALURIA 


Haematuria Deposit of oxalate crystals 


Fibrin Retention of fragments of 
crystals 
Calculus 


All the stones recovered and examined consisted of a mixture 
of calcium oxalate and calcium phosphate. There was no pure 
oxalate stone. Treatment thus resolves itself into the prevention 
of oxaluria by: (1) Elimination of oxalate-forming foods from 
the diet. (2) Ensuring a fluid intake of adequate amount to 
prevent concentration of the urine. (3) In hospital cases, 
especially those requiring immobilization, a fluid intake of at 
least eight pints a day and ammonium chloride to prevent 
phosphatic deposit. The duration of incapacity in oxaluria and 
ureteric and renal,calculus is shown in Table IV. 














TABLE IV 
ri 
No. of Cases | Condition Average Stay in Hospital (Days) 
43 | Oxaluria 19 
16 Ureteric calculus 44 
7 | Renal calculus 56 \ 
Conclusions 


The presence of oxaluria, and the haematuria accompanying 
it, accounted for the majority of urological cases requiring 
hospital treatment. The combination of haematuria and 
oxaluria is the direct precursor of calculus formation. Infection 
does not seem to be a factor. 

Adequate fluid intake and the avoidance of oxalate-containing 
foods are the two measures most likely to prevent oxaluria 
and the complications resulting from it. 








592 APRIL 28, 1945 


INTRAVENOUS ANAESTHESIA WITH PENTOTHAL 











Summary 

Of 77 urological cases occurring in men of a British division in 
India and admitted to a British general hospital during Jan. to 
Dec., 1943, 43 (55%) had oxaluria. Oxaluria was also present in 
five cases of renal and ureteric calculus reviewed in this series, and 
in two cases of hydronephrosis. Of the cases of oxaluria 30 
occurred in the period April-Sept., 1943. 

Eight cases of epididymitis considered to be due to oxaluria were 
investigated. 

My thanks are due to Major J. L. Dales, R.A.M.C., who carried 
out the laboratory examinations; to Major N. A. Lawler, R.A.M.C., 
who was responsible for the radiology in the cases reported ; and to 
Col. Frank Cook, officer commanding 60 B.G.H., for permission to 
publish this paper. 
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INTRAVENOUS ANAESTHESIA WITH 
PENTOTHAL SODIUM 


BY 


BARNET SOLOMONS, M.B., B.S. 
Major, R.A.M.C.; Specialist Anaesthetist to a Neurosurgical 
Unit in a Tropical Climate 


This is a short survey of points arising out of the use of 
pentothal sodium since its introduction, including its administra- 
tion to more than 700 acute ‘battle casualties in a tropical area. 

Most of the soluble hexobarbitones are powerful hypnotics 
only, and are unsuitable for continuous intravenous anaes- 
thesia. Pentothal sodium has been of more general use 
in acute war surgery here than any other anaesthetic drug. 
The contraindications to the use of peniothal become less and 
less in proportion to the accumulated experience of the 
anaesthetist. The barbiturates are exciters of the parasympa- 
thetic nervous system. After a possible early dilatation the pupil 
tends to remain small, the only reliable third-stage eye sign 
being its central position. Hiccup and. irritative spasmodic 
cough are not uncommon. The pharyngeal and laryngeal 
reflexes may remain active, and may be evoked by stimuli 
arising about the mouth, jaw, or pharynx, or by pain stimulus 
from, a distance. These reflex disturbances are much more 
common in exhausted battle casualties, and especially in cases 
of injury involving the neck and thorax. 

Continuous intravenous anaesthesia has been avoided in 
penetrating injuries of the upper abdomen and in severe wounds 
of the jaw or neck. The latter may be associated with oedema, 
or there may be mechanical obstruction by displaced tissues or 
blood, directly interfering with the airway. 


Method 


The anaesthetist should have two hands free to supervise or 
carry out any necessary measures of resuscitation during opera- 
tion. To this end many suggestions have been published 
already, but the simplest method seems to be that of a rubber 
tube and glass cannula interposed between syringe and needle. 
There are obvious disadvantages in any fastening of the syringe 
to the patient’s arm. A syringe-holding clamp has been devised 
(Fig. 1) which fits firmly to any arm-board. This has: been 
used for nearly three years, and proved a definite aid. The 
actual syringe-holder consists of a trough which is adjustable 
to hold firmly any syringe from 10-c.cm. to 50-c.cm. capacity. 
A swivel allows of ready adjustment of the rubber tube to the 
line of the vein, so that the needle lies comfortably, and 
fixation by adhesive is seldom necessary. A three-way tap is 
useful in dealing with numbers of cases consecutively. One 
arm of the tap is connected to a pentothal reservoir, one to the 
syringe, and on to the third fit the tube and cannula. The 
syringe is easily refilled, and femains fixed and sterile. Between 
cases only the tube to the patient needs removal and steriliza- 
tion. For success with the method good syringes, preferably all- 
glass, are essential, as most metal-and-glass types allow of 
back leakage of the solution round the piston. The tap is 
turned off (a) when piercing the vein; (6) in the intervals 
between the injection of solution; and (c) when refilling the 
syringe with solution. There is less possibility of blood clotting 
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in the needle if a 17- to 19-gauge needle is used, and also the he: 
a minute quantity of solution is injected at frequent intervals jg inducec 
prevent stagnation of blood in the needle. In head Operations fall ba 
or when both arms are involved the anaesthetist must work { oral, n 
the ankle, where in many cases, even after compression Vein) prop it 
are not éasily visible or palpable. In such cases anaesth ] apertur 
pharyni 

any suc 

be grea 

acting | 
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Fic. 1.—Apparatus connected as for combined anaesthesia wf ~ 
and transfusion. A: Clamp to screw on to any arm-board inhalati 
holding syringe B. C: 3-way tap. D.: Weighted tube to | most of 
pentothal reservoir E. G; et from transfusion bottle | used. — 
plugged via glass cannula into Y-connexion H on which ‘fits dmini 
needle. T1: Tube to needle. T2: Tube and cannula to fit — 
needle for anaesthesia without transfusion. of anae 
pentoth: 

is induced by injection of a small hypnotic dose into an} cyanosi: 
accessible vein, and, if netessary, the airway is controlled bj shallow: 
intubation. Vasodilatation then occurs, and there will bq pentoth: 
present at the ankle, or on the dorsum -of the foot, a network) abolishe 
of prominent veins which allow of easy puncture even when nq in the p 
vessels were apparent before induction. Anaesthesia can by or irrita 
carried on at the ankle, combined, if necessary, with transfusiog of sma’ 


of any suitable fluid, without the necessity for cutting down on q anaesthe 
vein. fere wit! 

Owing to the increased sensitivity of the’ pharyngeal ang % lack 
laryngeal reflexes, any artificial airway, either pharyngeal Adeq 
nasal, is very likely to set up a laryngeal spasm. This may bef bined w 
most troublesome and sometimes difficult to:abolish completely} to 1/75 
Spasm may occur or persist at a plane of anaesthesia deepey dosage « 
than that required for the operation itself. Spasm and cough} war sur, 


ing are not always evidences of light anaesthesia when using of view 
barbiturates. To deal with spasm of any severity access tq the ope 
the tongue and posterior pharynx must be easy, as most casey appears 
will respond to the hooking forwards of the base of the tongua the debi 


with a finger or tongue forceps. The latter can be used morphin 
unopened as a curved spatula. To allow of easy access a prog found v 
has been devised (Fig. 2), which is shaped to fit comfortablg patient | 
: very sm 

reaching 
anaesthe 
In ma 
of most 
is suffic 
fractures 
a dose ¢ 
grene—c 
dosage ¢ 
all recoy 
In a : 
large nu 
return tc 
| will nee 
: been fot 
Vision o 
; Vomitin; 
‘between the teeth before induction, without causing gaggiN$ Fno anxic 
discomfort. the warc 
The head should be placed in a position approaching that 4 soon aft 
normal comfortable sleep. With the small prop in the mov4 water in 
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the head is turned gently -to one side immediately sleep is 
‘I induced, and the chin is supported ; the tongue does not tend to 
erations fall back, and the breathing, which formerly may have been 
' wail f oral, now becomes quiet and entirely nasal in most cases. The 
On. ver prop itself is in no sense an airway, but it has a central oval 
aestheg| aperture which will admit any of the fiat-type rubber or metal 

aryngeal airways. As explained before, the introduction of 
any such airway is inadvisable. If an airway is used it should 
be greased with a stiff ointment containing one of the surface- 
acting local analgesics. A thick pad of sorbo rubber intro- 
duced between the chin and the clavicle is very suitable as a 


‘chin support. 


id also. 
tervals 


a geagian 





Results 


Pentothal gives good results in 2$% solution. In this strength 
accidental paravenous injection has not caused irritation to the 
tissues. Only once has thrombosis occurred with this solution: 
In this patient thrombosis was at the bend of the elbow, the 
injection having been given at the wrist. Solutions keep well, 
: and no clinical differences have been noted when using solutions 

48 hours old. As a test, a 2}% solution in ordinary tap-water 
ina non-sterile tube was kept open on the laboratory bench for 
72 hours. Subsequent cultures were sterile. To part of this 
same solution were added two strains of staphylococci and one 
of streptococci from routine laboratory specimens. No growth 
was obtained after culture for 48 hours. 

Respiratory depression is lessened and all-round improvement 
in results obtained by the use of some form of gaseous 


aeoe inhalation in combination with intravenous pentothal. In 
tube to | most of the cases oxygen alone or gas and oxygen have been 
. bottle | used. Cyclopropane was available late in the series. The, 
— administration of a gas—oxygen mixture facilitates maintenance 


of anaesthesia, aids relaxation, and lessens the total amount of 
pentothal necessary. Enough oxygen must be used to avoid 
cyanosis. By this method the retardation in rate and the 
shallowness of respiration commonly seen in anaesthesia with 
pentothal alone are avoided. Early spasm, if slight, can be 
abolished by introduction of carbon dioxide or by an increase 
in the pressure of the inhaled gases. In a few cases mild spasm 
or irritative cough may persist despite these measures. This is 
of small significance in operations on the limbs, and the 





fere with the surgeon, provided always that there is no evidence 
of lack of oxygenation of the patient. 

Adequate premedication with morphine 1/8 to 1/4 gr., com- 
bined with scopolamine 1/150 to 1/100 gr. or atropine 1/100 


war surgery—at lezst in this theatre of war. From the point 
of view of the anaesthetist, the battle casualty usually arrives in 
In most cases this 
appears to be due to somewhat lavish use of morphine, but in 
the debilitated state oi many severe casualties even moderate 
It has been 





patient has been under local observation for some hours. A 
very small pupil is the conmonest eye sign in battle casualties 
reaching operation, and the size does not alter throughout the 
anaesthesia with pentothal. 

In many cases deep anaesthesia is unnecessary. In the toilet 
of most ‘wounds, using the combined method, 0.3 to 0.75 g. 
is sufficient. In the major surgery of multiple compound 
fractures and in amputationsit has not been necessary to exceed 
adose of 1.5 g. Three disa:ticulations at the hip for gas gan- 
grene—one of 70 minutes’ duration—were carried out with a 
dosage of 0.75 g. each ; there vere no untoward symptoms, and 
all recovered well. 

In a sudden military emergeacy with influx of wounded in 
large numbers, nursing facilities are strained and patients must 
return to bed from the operating theatre in a state in which they 
| Will need little or no immediate post-anaesthetic care. It has 
been found that most patients areuse in the theatre after pro- 
Vision of all anaesthesia necessaty for their surgical needs. 
Vomiting has been conspicuously absent, and there-has been 
no anxiety as to maintenance of tree airway after return to 
the ward. Most of the men can tike fluid and nourishment 
g that 4 soon after their return to bed. The? are encouraged to drink 
1¢ mou water in plenty up to 20 minutes before operation. 
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Sulphonamides have not been regarded as a contraindication 
to the use of pentothal. In the presence of sepsis and debility, 
caution and a much-decreased dosage of pentothal are essential. 
In this series no state of toxaemia or exhaustion has been an 
absolute bar to its use. It has not been employed in jaundiced 
patients. Although working in adverse tropical conditions and 
with patients debilitated by infective states, no case of delayed 
recovery of consciousness has been seen, despite the probability 
of latent liver. deficiencies. Shock is not always a contra- ; 
indication to pentothal anaesthesia. Some casualties arrive 
pale, restless, and confused, and in these the intravenous injec- 
tion of a few cubic centimetres of solution facilitates the 
introduction of plasma or other fluids and the use of a face- 
mask for inhalation of oxygen. These patients are kept only 
just asleep, and operation is not begun until recovery from 
shock is evident. If ether or high cyclopropane percentages are 
thought necessary a few cubic centimetres of pentothal are used 
merely as a single-dose pre-hypnotic, but ether is avoided 
wherever possible. 

Conclusions 

Pentothal in 24% solution by the continuous method, prefer- 
ably combined with inhalation of oxygen, gas—oxygen, or cyclo- 
propane mixtures under slight pressure, is an anaesthetic of 
wide and satisfactory application in the treatment of acute battle 
casualties. A syringe-holding clamp, which facilitates adminis- 
tration, is described, also a mouth-prop. It is recommended that 
no artificial airway should be introduced, owing to the likelihood 
of cough and spasm. Intubation necessitating the maintenarice 
of deeper anaesthesia was reserved for special indications. 


I am indebted to Lieut.-Col. B. B. Hickey, R.A.M.C., for permis- 
sion to publish this article, and to Dental Mechanic S. Dale of A.D. 
Corps for his advice in the design of the prop. Acknowledgment 
and thanks are due to the staff of the various Army workshops for 
their ready help in making the clamp and prop, and for prompt aid 
at all times in the construction and repair of anaesthetic apparatus. 


The syringe, tap, and two-way adapter shown in Fig. 1 are made 
by Messrs. Becton Dickinson, but suitable apparatus is obtainable 
from Medical and Industrial Equipment Ltd., 12, New Cavendish 
Street, London, W.1. ' 








TREATMENT OF SOFT WARTS WITH 
PODOPHYLLIN 


BY 


J. V. MACGREGOR, M.B., B.S. 


Squad. Leader, R.A.F.V.R.; Specialist in Venereal Diseases at an 
R.A.F. Hospital ; 


A treatment for condylomata acuminata which deserves to be 
widely known because of its:simplicity and high rate of success 
has been described by Culp, Magid, and Kaplin (1944). From 
their results in a series of 100 cases treated with podophyllin 
they claim that: 


“(i) Podophyllin has been found to be unusually successful 
in producing prompt and complete disappearance of condylomata 
acuminata regardless of the size, number, location, or duration of . 
the growths. . . . (ii) Podophyllin maj" be applied locally to the 
lesions as a 25% suspension in mineral \il or as a paste composed 
of the powdered drug and water. Anaesthesia is not required. 
(iii) Treatment is simmple, the convalescence usually is painless, 
and the lesions disappear within two or three days after a single 
application, leaving no ulceration or scarring. Repeated applica- 
tions of the drug may be necessary in a few instances. . 
(iv) The surrounding normal tissue is unaffected by the drug, but 
in isolated cases of extensive application under tight prepuces some 
balanitis may result. . .(v) The dramatic results obtained in 
this series of 100 cases and the simplicity of the treatment with 
podophyllin prompt us to recommend more widespread application 
of this type of therapy.” 

I have treated a series of 25 cases of condylomata acuminata 
and have confirmed the success achieved in the U.S.A. In 
addition one case of extensive warts of the face has responded 
equally well to podophyllin treatment. 


Method 
A suspension of podophyllin resin B.P. 25% in liquid paraffin 
B.P. was shaken and then applied liberally to the affected area, 
care being taken to ensure that the numerous crevices of a 
profuse crop of warts were penetrated and no attempt being 
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made to confine the preparation to the lesion itself. The 
suspension must remain in contact with the warts for at least 
six to eight hours, and clothing must be prevented from absorb- 
ing it or rubbing it off. Hard crusts remaining from previous 
treatment must first be removed before a further application is 
made. The crusts can be softened with the podophyllin oil 
and left to soak in for a few minutes, after which they 
are casy to detach. After six to eight hours the oil should 
_ be washed off with soap and water, and the parts dried carefully, 
and kept dry with a powder such as pulv. zinci co. If this is not 
done inflammation may occur. An ordinary orange stick proved 
useful, the blunt end being used to apply the oil and the 
sharpened end to remove crusts and open up fissures between 
multiple warts to assist penetration. 


Results 


Twenty-five cases consisted of single or multiple condylomata 
acuminata of the penis or anus. Isolated warts shrivelled up 
and became yellow within 24 hours and dropped off in a few 
days, leaving no ulceration or scarring. Profuse growths usually 
required two or three applications. Treatment is painless. 
Normal tissue is substantially unaffected, in contrast to the 
action of the usual caustics. There is, however, a risk of 
inflammation, especially balanitis ; but this may be obviated if 
precautions are taken as described. - 

One of these cases needs special mention. The man had 
been under treatment for penile warts for a year before I saw 
him. Treatment had consisted of (i) circumcision and cauter- 
izing of warts with the galvano-cautery ; (ii) application of a 
diathermy cautery three times ; and (iii) two courses of small 
doses of x rays six and seven months previously. But after 
each treatment the warts recurred. On examination there was 
a most profuse cauliflower growth of warts covering and 
hiding the end of the penis. The warts were growing from the 
urinary meatus, glans penis, coronary sulcus, and along the 
line of the circumcision scar. Secondary infection had occurred, 
with the production of a profuse purulent offensive discharge. 
Compresses of flavine were used to combat the infection. 
Podophyllin in oil was applied to small areas at a time, so 
that in five weeks some 15 applications had been made. At 
the end of this period the penis was substantially normal except 
for scarring from previous treatment. One month later a few 
warts began to recur, but two applications in a week led to 
their complete disappearance. 

After success in this case with the meatal warts other cases 
of single meatal warts were treated successfully without apparent 
ill effect on the mucous membrane of the urethra. In these 
cases the urine should be held for six to eight hours, so that 
the podophyllin is not washed away. : 

Another case is in a different category. It was a profuse 
eruption of warts of the face, chiefly in the beard area, maximal 
over the chin. The onset had been 18 months previously. In 
the interval treatment had been with (a) chemical caustics, 
(b) curetting, and (c) small doses of x rays. During four weeks 
15 applications were made. Single warts dried up and fell off 
after one application, small bunches of warts responded to two 
applications, whereas the thickened and deformed skin of the 
chin required 10 applications. 


Commentary 

Single soft warts may be,removed with success by several 
methods—e.g., caustics, curetting, ligature, and galvano- and 
diathermy cauteries. Most of these are painful. Multiple warts 
are more difficult to cure, and require either special skill or 
special apparatus. They present particular difficulty to x-ray 
therapy by reason of their situation and multiplicity, and also, in 
hairy regions, because of fear of epilation and permanent skin 
changes. 

Podophyllin in oi] is easy to obtain, simple in use, and 
successful in the more awkward kind of case—warts of the 
urinary meatus, and multiple warts of the penis, vulva, anus, 
and face. 

To obtain success with podophyllin thorough and prolonged 
application is necessary. The case of warts of the face and 
two cases of warts of the anus had been treated by a colleague 
with podophyllin, on: my recommendation, without success. 
Failure is thought to have been due to the podophyllin being 


‘ 





re 
absorbed into dry gauze dressings in the first instance and in 
underclothing in the second. Complete success was later 
obtained by ensuring that the oil remained in contact with the 
warts. 


Summary 
The results of treatment of warts with podophyllin r 
Culp, Magid, and Kaplin have been confirmed. wens. & 
The preparation used was podophyllin resin B.P. 25% jn tian: 
paraffin B.P. This is. easy to obtain. % in liquid 
The treatment is simple and requires no special skill or a 
but the application should be thorough and prolonged. Pparatus, 
_It is suitable not only for single soft warts but also for more 
difficult cases, such as warts of the ufinary meatus and multiple 
warts of the penis, vulva, and anus. P 
In addition multiple warts of the face disappeared under this 
treatment. 


- Two cases that had failed to respond to x-ray therapy were treated 
successfully. 


The excellent results justify a wider acquaintance with podophyllin 
treatment and a trial in cases other than condylomata acuminata. 
REFERENCE 
Culp, O. S., Magid, M. A., and Kaplin, J. W. (1944). J. Urol., Bt, 655, 
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Treatment of Chronic Otitis Media 


Recruits are referred to specialists by Army medical boards 
if they have puzzling ear conditions. Most men have per- 
forated tympanic membranes, the perforation usually being 
located centrally or antero-inferiorly, and so they are easy 
to cure. Some have attic perforations and some a polypus, 
and these are more difficult, yet usually possible, to cure. 
Most men have had the discharge lasting over many years, 
and the only treatment they have had has been hydrogen 
peroxide or glycerin of carbolic drops, no attempt being made 
to clean the ear before using these. The object of this note 
is to condemn all treatment that does not first mvolve dry 
cleaning of a discharging ear, and to give the family physician 
an easy method of cure. The treatment I adopt is as follows: 


METHOD 


I give each man 24 “ peerless wood applicators,” which can be 
repeatedly boiled, or, if the meatus is small, a fine metal probe; an 
ounce packet of long-fibre cotton-wool; freshly prepared boric- 
iodine powder (Lederman, 1917) and, if the perforation is small, a 
Fowler auto-insufflator, which acts like a Politzer bag; a powder- 
blower; and a bottle of liquid paraffin and an eye-dropper. I 
spend some time teaching each man to lay a thir transparent plaque 
of cotton-wool 3 in. long on the first and second fingers of the left 
hand, to lay the stick or probe on the cotton, and then to place his 
thumb, touching the first and second finger-tips, over theastick, so 
that the two fingers and thumb encircle two inches of the cotton and 
stick; and, finally, grasping the proximal isch of cotton with his 


right fingers and thumb, to rotate the cottoa and stick, not moving. 


his left fingers. The method of preparing boric-iodine powder is 
described by Carruthers (1943), while the method of preparing the 
cotton-covered stick is illustrated in five pictures in the same book. 

I then teach the man how to straighten the external auditory 
meatus. If the right ear is affected I tel him to put his left hand 
over (not behind) his head and grasp the tip of the right ear with 
the first finger and thumb of the left haad, and poe the ear upwards, 
keeping the ear in contact with the stull, and then slightly back- 
wards. The man is then told to rest his right hand on his cheek, 
and, holding the cotton-covered stick with his fingers, to worm it 
gently two inches into the ear, and repeat this cleansing process 
until the cotton returns clean or covered with blood. If the per- 
foration is small the patient then uses Fowler’s auto-insufflator— 
which blows the pus out of the middle ear—and repeats the cleaning 
process. He next takes up a powder-spoonful of boric-iodine 
powder, and, still keeping the meaus straight, blows the powder 
into the ear. 

The above treatment is carried ovt three times a day. The patient 
is instructed never to let water eter the ear, and so before he 
immerses his head under water he fills the ear with liquid ‘paraffin 
and plugs it with cotton-wool. de is also told never to turn his 
ear into an incubating-tube by wearing cotton-wool in it.. This 
treatment usually cures a chronic¢ otitis media in two or three weeks. 

As an alternative treatment ote can fill the ear with a suspension 
of sulphanilamide (1 g. to 3( c.cm.). This method is especially 
good with young children woo will not tolerate the ear 0 
cleaned, as they can lie on the bad ear for 15 minutes to empty it, 
and have this treatment. doie, after which cotton-wool can 
applied. 

Banham (1944) has recehtly published two prescriptions a8 
an alternative to boric-icdine powder ; one contains sulpha- 
pyridine as well as boriciodine powder, while the other has 
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at 
equal parts of sulphathiazole and boric acid powder. Hollender 
(1943) recommends sulphanilamide, provided it be mixed with 
boric acid powder, for if used alone it forms an obstructing 
cork. The choice between sulphanilamide and sulphathiazole 

nds on the bacteriological nature of the discharge— 
sulphathiazole being used in the presence of a staphylococcic or 
pneumococcic infection, and sulphanilamide in the presence of 


a streptococcic infection. 
The first and second treatments described have allowed many 


recruits to pass into the Forces. 
Darlington. W. S. THACKER NEVILLE, M.D.Dub., F.R.C.S.Ed. 
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| A Case of Gunshot Wound of the Abdomen 


The case described below is remarkable for the length of bowel 
resected at operation, and also raises the question of the dosage 
of morphine that should be used for the severely injured. 


Case NOTES 


An Indian sepoy aged 24 was brought to a mobile surgical unit 
18 hours after he had received a rifle-shot in the abdomen. On 
examination he was found to have a ragged wound in the right iliac 
fossa through which a large mass of intestines was protruding. This 
had been covered with a shell dressing. He was accompanied by a 
medical officer, who said that when brought to him some two or 
three hours previously the patient was so distressed that it was 
decided to give him a large dose of morphine. As it was impossible 
to have a light at the time, the medical officer was uncertain how 
much morphine he was giving, but he believed it was from 1/2 to 
1 gr. No attempt had been made to resuscitate the man with 
lasma. His condition when seen by us was very poor. His breath- 
ing was slow and shallow and his pulse rapid and feeble. He was 
fairly alert mentally, and did not appear to be very uncomfortable. 
He was given atropine 1/50 gr. hypodermically and was taken to 
the theatre for operation without delay. Anaesthesia was induced 
with ethyl chloride, followed by ether on an open mask (Ogston’s). 
Carbon dioxide had to be used for adequate breathing, and 
nikethamide (coraminey was injected hypodermically and_intra- 
venously (1.7 c.cm. each). An intratracheal tube was passed under 


‘direct vision and oxygen was given throughout. 


The wound was enlarged and practically the whole of the ileum 
was found to be prolapsed. It was also perforated in a number 
of places and was gangrenous. Twelve and a half feet of the small 
intestine from the ileo-caecal valve upwards was rapidly resected, 
and the proximal end was inserted into the transverse colon, the 
distal end being invaginated into the caecum. Sulphanilamide 
powder was introduced into the peritoneum and the wound was 
closed, with a drain into the recto-vesical pouch. During the opera- 
tion one pint of plasma was given by drip. 

Convalescence was complicated .only by sepsis-in the wound. The 
general condition of the patient was remarkably good throughout, 
and he spent the first few days wondering why he. was not getting 
his bowels open and why he was denied his rice and vegetables. A 


‘continuous intravenous drip saline was maintained for four days 


with sulphapyridine in each bottle, and_an unsuccessful attempt was 
made to keep a Ryle tube in place. The patient was evacuated in 
very good condition on the seventeenth day. 


COMMENTARY 


This case brings out a point which has been learned by 
experience—namely, that in abdominal wounds more than six 
hours old it is undesirable to postpone operation for the sake 
of resuscitative measures however grave the patient’s condition 
may be. In this case plasma was given as early as possible, 
but the operation was not delayed in the hope of an improve- 
ment in the general condition. 

Although a large dose of morphine is by no means ideal in 
such cases from the anaesthetist’s point of view, it might well 
be ‘argued that this patient would not have survived to reach 
the surgical team had not a large dose of morphine been 
given. In view of the variety of ways in which individuals 
react to morphine it is not suggested that the use of a massive 
dose, as in this case, should be indulged in as a routine, but it 
is perhaps reasonable to speculate that this was one of those 
fortunate people who apparently react wholly favourably to 
morphine, and that it enabled him to survive this extremely 
severe injury and operation. 

: R. K. A. VAN SOMEREN, F.R.C.S.Ed., 


Major, R.A.M.C. ; 
Surgical Specialist to a Mobile Surgical Unit. 


J. D. Laycock, M.B., B.S., D.A., 
Major, R.A.M.C. ; 
Anaesthetic Specialist to a Mobile Surgical Unit. 
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YEARBOOK OF UROLOGY 


The 1944 Year Book of Urology. By Oswald S. Lowsley, M.D., F.A.C.S. 
(Pp. 416; illustrated. 18s. 6d.) Chicago: The Year Book Publishers ; 
London: H. K. Lewis and Co. 


Although urological research has been severely restricted by the 
war, the 1944 Year Book of Urology does not appear to have 
suffered. It is as full of interesting material as its predecessors. 
Perhaps the only reminders in its pages that the world is at 
war are the absence of any reports or papers from clinics in 
occupied Europe, and the appearance of a special article on 
the use of penicillin in the treatment of urogenital infections. 
This article, By Capt. L. R. Reynolds and Lieut.-Cmér. 
Weyrauch, is based on observations made on a very large 
series of cases examined in various hospitals of the U.S. Navy. 
It is particularly worthy of attention. There can be no doubt 
that penicillin is of inestimable value in the treatment of 
gonorrhoea, especially in those complicated cases in which 
the sulphonamides have proved successful. A course of 
100,000 units of penicillin will bring about a cure in well over 
95% of all patients with uncomplicated gonococcal urethritis 
if the drug is given in ten doses of 10,000 units every three 
hours. In the treatment of non-gonococcal infections the effect 
of penicillin is unfortunately much less impressive. 

The Year Book also contains interesting articles on the sur- 
gery of the kidney and the adrenals. Dr. S. F. Wilhelm of 
New York has planned a new technique for operations on 
cases of obstruction at the pelvi-ureteric junction. Instead of 
implanting the divided ureter into the pelvis he splits the end 
of the ureter and implants the pelvis into it, thus avoiding 
the possibility of forming an obstructive flap. Drs. E. S. Judd 
and F. Z. Havens of the Mayo Clinic contribute a useful article 
on the treatment of the traumatic avulsion of the skin of the 
penis and the scrotum. They describe the use of both grafts 
and plastic operations. Dr. L. E. Sutton of Syracuse University 
gives an account of a case treated by first carrying out a 
perineal urethrotomy and then burying the denuded penis under 
the skin of the abdominal wall. All these articles are beauti- 
fully illustrated, and the: 1944 Year Book of Urology maintains 
the high standard of its predecessors. 


PHYSICAL MEDICINE 
Physical Medicine in General Practice. By William Bierman, M.D. (Pp. 
654; illustrated. 37s.) New York: Paul B. Hoeber, Inc. ; London: 


Hamish Hamilton. . 
Before reviewing any book it is customary for the reviewer 
to read the preface with.some care, so that the intentions of 
the author and the scope of the work may be gathered. On 
this occasion it was decided to go through the book and then, 
as it were, write a preface for it, as found by personal study. 
On doing so, three outstanding impressions were left: first, 
that here was a book that gave an accurate, comprehensive, 
and yet fairly judicial conspectus of the possibilities of physi- 
cal medicine for general practitioners who wished to be well 
informed on the subject ; secondly, there jumped to the mind 
the old Chinese proverb that “A picture is worth a thousand 
words,” because the numerous line illustrations throughout the 
book seemed to clarify some point of technique or help the 
practitioner to visualize some special position of patient or 
apparatus ; and, thirdly, that those techniques which need con- 
siderable “filling out” have suitable references at the end 
of each chapter. It was interesting to find, on reading the 
preface, that all these three points were particularly emphasized: 
by the author. 

Though the book keeps closely to its original aim of being 
informative for general practitioners, there are here and there 
useful practical hints on technique that can with advantage be 
absorbed by the physical medicine specialist or the physio- 
therapist. Considering the size of the volume there are 
extremely few techniques or statements that are not consistent 
with the best British practice in this field. The technique illus- 
trated on page 156 (Fig. 91) is not one that would be considered 
free from risk of burn in England, while that in Fig. 92 would 
be considered a safe and useful method. It is also rather 
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curious that in the section on hyperpyrexia there is no mention 
of the Kettering hypertherm, which is the American apparatus 
found most useful in England for this form of treatment. But 
these exceptions are few, aiid the book certainly well fulfils 
the purpose of the author. It may therefore be recommended 
with confidence—primarily to general practitioners, but also to 
technical experts in this subject, whether consultants or medical 
auxiliaries. 


A PARENTS’ GUIDE 


The Intelligent Parents’ Manual. A Practical Guide to the Problem of 
Childhood and Adolescence. By Florence Powdermaker, M.D., and 
Louise Ireland Grimes. (Pp. 256. 10s. 64.) London: William Heinemann 
Medical Books. 1944, 
This is an American book, but it has been anglicized by 
Dr. Newfield—a necessary proceeding these days. As it stands 
it is a most admirable volume which gives sensible informa- 
tion on the upbringing of the child at all stagés of its develop- 
ment. If every parent would behave in the way recommended 
here no young person could complain that he had not had 
every possible chance to start well in life, and if any difficulties 
remained they must be due to inherent defects of one sort or 
another in the child. The progress of mental and physical 
growth is dealt with in considerable detail up to 6 years of 
age; thereafter school life and adolescence are discussed in 
more general terms, though the answers to most of the problems 
which arise between -6 and 16+ are to be found. Perhaps 
the most important and necessary exhortation is that parents 
and elders generally should respect their children. Respect is 
generally demanded but seldom given. It would be easy for 
individual readers to pick on minor faults in the text, but these 
are of no significance when compared to the general excel- 
lence of the book. Doctors are so often asked to recommend 
a useful guide for parents, and they need have no hesitation 
in recommending this volume—small and compact, clear in 
diction, free from technicalities, and comparatively cheap. 


PHYSIOLOGY 


Handbook of Physiology and Biochemistry. By R. J. S: McDowall, M.D., 

D.Sc., F.R.C.P.Ed., Professor of Physiology, King’s College, London. 

Thirty-eighth edition. (Pp. 898; 

John Murray. 

The present edition represents an interesting milestone in the 
progress of this, the oldest textbook of physiology in our 
language, for the name of. Halliburton is now dropped from 
its title, and that of Prof. McDowall, who has edited the book 
for the-past thirteen years, remains. The book, originally 
Kirkes’s Physiology when it first appeared in 1848, was for 
many years known as Halliburton’s Physiology, and will hence- 
forth be called McDowall’s Physiology. 

During the editorship of the present editor the book has 
been almost rewritten, and the title was altered by the addition 
of the words “and Biochemistry ” at the 35th edition, which 
appeared in 1937. In the opinion of the reviewer this addition 
was unfortunate, since the book cannot pretend to be a hand- 
book of biochemistry, for it merely contains, and quite properly 
contains, those allusions to biochemical matters which are 
indispensable to the proper understanding of physiology. Some 
80 new illustrations are added to the present edition, and one 
is glad to note the dropping of the elementary histological 
matter of the previous editions. This subject, like biochemistry, 
is best dealt with in separate works, though its value to a full 
understanding of physiology is beyond question. 

The general quality of the production is first-class, and there 
is a good index. 


with 305 figs. 25s.) London: 








Notes on Books 


EpmMuND B. Spaetu’s Principles and Practice ef Ophthalmic Sur- 
gery (Henry Kimpton; 50s.) has quickly established itself as a 
standard book in English on the surgery of the eye. Though the 


third edition is published within three years of the previous one, it- 


shows extensive revision, in both additions and deletions. The book 
now reads more evenly, and much of the jerkiness of the earlier 
issues has disappeared. The most extensive additions deal with 
squint and the experiences gained during the war in the treatment 
of injuries. It is to be hoped that future editions will accentuate 
the tendency shown by the present one, with its greater emphasis 
on the author’s personal experiences as against a merely encyclo- 
paedic presentation. 


_A NEW METHOD AND APPLIANCE FOR GRAFTING 






ee 
Bentley and Driver's Textbook of Pharmaceutical Che 
revised by Jonn Epmunp Driver, Ph.D., M.Sc. (London: @ 
University Press; 21st.), is a manual for students in pharmaceng; 
chemistry which has a high reputation and one which the . 
(fourth) edition will maintain. This edition includes the substan ef 
which have become official by their inclusion in the five Addeos BRI 
to the B.P., 1932, which have now appeared. For those doctors hel 
are interested to have a readable and not bulky reference book ! 
the chemistry of pharmacopoeial substances this work can be ete, 


try 
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mended with confidence. 


Whitaker's Almanack for 1945 has now been published from B 
Bedford Square, London, W.C.1, after some inevitable delay, ‘ 
usual three editions will be available—the complete edition, cloth 
bound, with 1,052 pages, at 10s.; the shorter edition, paper 
with 704 pages, at 6s.; and the library edition, bound in 
et 21s. Postponement of publication has enabled the editor to 
include a New Year Honours List as a supplement to the index,} 
which now runs to 90 pages. 
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The British Journal Photographic Almanac for 1945, published a 
5s. by Henry Greenwood and Co. Ltd., 24, Wellington Street, 
Strand, W.C.2, contains much of practical interest to photograph 
both amateur and professional, and includes an article on the cay 
tion and prevention of photographic dermatitis by Dr. L. B. Bourn 
medical officer to A. C. Cossor Ltd. 
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Preparations and Appliances 
















° EYE SOCKETS 


Mr. H. P. PiIckERILL, C.B.E., M,S., F.R.A.C.S., writes from 
Wellington, New Zealand: 


In 1919 I had the privilege of giving a clinical demonstration 
before the Oxford Ophthalmological Congress of the i 
of_an eye socket disorganized by gunshot wound, to prepare 
it for the reception of a glass eye. From then until two y 
ago I, and probably all other plastic surgeons, have continued 
to use the same method—i.e., removing all scar tissue, dilating 
the soft tissues, and pressure grafting on stent or other sub- 
stance—but the great difficulty then was to get a glass eye to 
fit the socket one had made, and glass eyes are still undoubtedly 
much superior to other materials. It never dawned on 
until two years ago to reverse the process—to make all socke 
to fit stock-sized glass eyes! 





Material and Procedure 


1. A stock-sized glass eye of the right colour is obtained. ; 

2. This is enlarged a little with wax and then duplicated in acrylic) 
resin—by taking moulds in stent, plaster, or gelatin. ; : 

3. Two holes are drilled through this acrylic mould, the same size 
as the nozzle of a Record syringe. One hole is drilled in the exact 
spot of the centre of the pupil. Into this hole is fitted a pin about 
14 in. long with a little shoulder 
on it to prevent it going too far in. 

4. The socket is then prepared 
in the usual way. A half-thickness 
skin graft is cut with the derma- 
tome and fixed on the acrylic 
mould, which is inserted in the 
socket. 

5. The pin is inserted and fixed 
with strips of strapping from fore- 
head to cheek and nose, so that 
it and the future pupil will be 
in correct position. The lids 
should also be sutured together, if 
indicated. If a dental splint can 
be used for fixation so much the 
ponies but oe dentures fre- 
uently prevent this. oy z 
: 6. In ten days’ time some discharge appears. The pin is removed 
and the socket gently syringed (through the holes provided) with 
saline (later with boric lotion), the pin and strapping being 

7. The appliance is retained in position for one month; it may 
then be removed every other day for cleaning and reinserted, pressute 
being kept up by elastoplast strips. In two months (minimum) the 
appliance can be discarded and the stock glass eye will be found 0 
fit perfectly. : ; 

In the accompanying sketch A points to the pin made of 1/2 round 
stainless steel wire; B to the section of acrylic mould; C to the 
- graft; and D to the holes drilled for syringing and 
of pin. ; 


There is no co-ordinated movement, of course, but I haw 
never seen any grafted eye socket in which such movemeé 
was possible. The method gets over the almost insu 
difficulty of having a special eye made for every grafted socké 
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INDUSTRIAL TOXICOLOGY 


4 After the Medical Research Council reconstituted the 
Industrial Health Research Board in 1942 it took the very 
wise step of setting up a new department of industrial 
medicine at the London Hospital under Dr. Donald Hunter, 


about six months ago.’ Some of the examples of industrial 
poisoning he then quoted were dealt with in much detail 
in his Croonian lectures, published first in the Quarterly 
Journal of Medicine? and subsequently in book form. 
Long and bitter experience has taught those who work 

on problems of industrial medicine that substances of the 
highest value in production processes often have, by 
very reason of their valuable chemical and physical pro- 
perties, a high capacity for harm to living tissue. Scientific 
knowledge of these properties, of their correlation with 
specific tissue injury, of their mode of entry into the body, 
and of their predilection for certain tissues and organs— 
this is the principal means of widening the field in which 
substances already in use can be applied to new processes 
and new agents can be introduced without increasing the 
danger of exposing industrial workers to their influence. 
On these principles are based the whole system of pre- 
vention of such danger and of adequate treatment if in 
spite of precautions injury should occur. And of perhaps 
t greater importance is the thorough training of the industrial 
if doctor in the principles and practice of clinical medicine. 

The physical form or chemical constitution of a sub- 
stance may greatly influence its toxicity. Many metals 
| are comparatively inert in the form of powder but are 
“A {highly toxic when inhaled as fume. Thus nickel is in 
itself not toxic, but as the gaseous compound nickel car- 
bonyl it may cause severe congestion and oedema of the 
lungs. The influence of valency of the metal radical on 
its toxicity is exemplified by chromium, where toxic action 
is confined to the hexavalent compounds.  Trivalent 
chromium salts, .such as the phosphate and carbonate, are 
harmless, but the hexavalent compounds used in chromium 
plating attack the skin and nasal mucous membrane, 
causing chrome ulceration and perforation. Inorganic 
and organic compounds of the same metal may have a 
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lead and arsenic. The classical picture of lead colic, 
anaemia, and palsy of inorganic lead poisoning differs 
profoundly from the cerebral manifestation of intoxica- 
tion with tetra-ethyl lead, while thé local irritation of 
mucous membranes set up by contact with the dust of 
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1 Health Research in Industry. 

H.M. Stationery Office, (Is) 
§ Quart. J. Med., 1943, 12, 185. 

Industrial Toxicology, 1944, Oxford, The Clarendon Press. (Pp. 80. 10s. net.) 
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M.R.C. Industrial Health Research Board. 
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who gave a vivid account of the work of his department. 


completely different toxic action, as seen in the case of | 


arsenic is a far less serious injury than the acute haemolysis 
caused by arseniuretted hydrogen. The chemical consti- 
tution of some of the more complex organic members of 
the aromatic and chlorinated hydrocarbon groups is some- 
times an indication of their probable toxicity. Thus the 
addition of a nitro or nitroso group to the benzene ring 
usually produces a more toxic compound ; the ortho-isomer 
of tri-cresyl phosphate is more dangerous than the para- 
or meta-isomer; the toxicity of the chlorinated hydro- 
carbons rises with the molecular weight, though subject 
to a compensating decline due to decreasing volatility. 

The two chief paths of entry of industrial toxic sub- 
stances into the organism are by inhalation and through 
the skin ; and, generally speaking, inhaled toxins exert the 
maximum effect, with a clinical picture sometimes differing 
in many respects from that produced by skin absorption 
or ingestion. The erethism of poisoning by mercury 
vapour—a mental syndrome of suspicion, timidity, fear, 
and irrational behaviour—is practically never seen in the 
“ mercurialism ” of therapeutic administration ; mosi cases 
of acute occupational poisoning by nitrobenzene and 
aniline arise through skin contamination, whereas in 
benzene poisoning inhalation is by far the most impor- 
tant channel, as also with “narcotic” substances such as 
trichlorethylene and ethylene dichloride. The polyneuritis 
of tri-cresyl phosphate poisoning, however, is practically 
identical whether caused by inhalation of the fumes or, 
as in the “ Jake paralysis ” in America in 1930, by ingestion 
of an adulterated beverage. 

The predilection of any given toxic agent for any specific 
organ or tissue appears to depend on all these factors and 
their various combinations. The affinity of the “ narcotic” 
poisons, such as trichlorethylene, for the higher centres 
of the central nervous system is that of all anaesthetics ; 
the specific action of benzene on the bone marrow may 
be an expression of its outstanding lipoid-solvent power ; 
the cyanosis of T.N.T. poisoning an expression of the 
affinity of many of the aromatic nitro and amino com- 
pounds for the oxygen of oxyhaemoglobin ; the so-called 
“aniline” cancer of the bladder may be associated with 
the chronic trauma caused by excreted irritating decom- 
position products ; the “chloracne” of chlorinated naph- 
thalene wax is a result of irritation of the sebaceous glands 
by chlornaphthalene followed by hypersecretion and plug- 
ging ; the loss of weight, sweating, and high temperature 
of poisoning by dinitrophenol are due to the fact that it is 
a strong stimulant of metabolism. “The special suscepti- 
bility of the liver and kidneys to some of the chlorinated 
hydrocarbons and of the kidneys to at least one member 
of the glycol group, dioxan, has not so far been fully 
explained. Certain it is that many of the halogenated 
organic compounds are recognized liver poisons. The 
clinical picture, first and most clearly seen during the last 
war from the use of tetrachlorethane as an. aeroplane dope, 
is that of toxic jaundice from acute necrosis of the liver. 
The combination of liver and kidney injury has occurred 
chiefly from the use of carbon tetrachloride as a fire 
extinguisher, while ethylene dichloride has also a nephro- 
toxic and hepatotoxic action, though less than that of 
carbon tetrachloride and tetrachlorethane. Diethylene 
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dioxide (dioxan) may also cause enlargement of the liver, 
but in fatal cases the liver injury was overshadowed by 
acute haemorrhagic nephritis. How far personal or organ 
susceptibility determines toxic action is uncertain, but 
undoubtedly it does exist. Cases of benzene poisoning 
may occur, for instance, in only a few individuals of a 
large number similarly exposed, or in some receiving com- 
paratively slight exposure. Age and sex appear to be less 
important factors than weakness of the general constitution 
or of special organs or systems. From this point of view 
no worker with considerable abnormality of the blood 
picture should be exposed to benzene; nor with liver 
insufficiency to carbon tetrachloride or trinitrotoluene ; 
nor with albuminuria to ethylene or diethylene dioxide ; 
nor with a sensitive skin to arsenic or tetryl. 

One of the most recent tendencies in the progress of 
industrial hygiene is the choice of persons for particular 
work with regard to such special susceptibility, and it is 
a measure which might well be further encouraged as a 
means of preventing injury by toxic substances. Medical 
supervision, with periodic medical examination, of workers 
in various hazardous industries has also made great pro- 
gress since its compulsory application to firms employing 
a large number of workers and its voluntary adoption by 
many smaller firms. These measures, together with pro- 
vision of adequate ventilation, insistence on personal 
cleanliness of workers, and general hygienic conditions of 
workshops, have gone far towards reducing the risk to 
health arising from exposure to substances whose toxicity 
is recognized and understood. It is to be hoped that new 
compounds will be fully tested before being used in pro- 
duction, and that ever-increasing efforts will be made to 
substitute. any found to be comparatively innocuous for 
those whose ill effects on the industrial workers must 
surely outweigh their value as technical aids to industry 
itself. 








SOCIAL SERVICE IN WARTIME 


The more reconciled the British people become to State 
intervention in social concerns the more strongly do they 
appear to cherish the voluntary principle. Even if State 
control and provision were complete it would only mean 
the release of voluntary agencies for the opening up of 
new fields. The war, which has seen such a great regimen- 
tation of the nation, has seen also the spirit of voluntary 
service rise to new occasions. This is well illustrated in 
the experience of the National Council of Social Service, 
which has lately issued a report covering the last twenty- 
one months of its work.! In 1938, at the time of Munich, 
the National Council called a number of voluntary bodies 
into consultation in view of the expected disorganization 
of social life in the event of war. An effort was then made, 
as the report says, “to plan our services so that their 
maximum potential would be released in the hour of need.” 
The subsequent story makes a fine record, though not in 
the least a dramatic or spectacular one. 

The work has taken a highly complex pattern—citizens 
advice bureaux, youth organizations, old people’s welfare, 





1 National Council of Social Service, 26, Bedford Square, London, W.1. 
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communal feeding, women’s social service clubs, the ingtj. 


tution of training schemes for social workers, and 


other activities, diverse in their nature but directed to the 


same end. One recent development is the setting up of 
machinery for maintaining a close relation between the 
National Council of Social Service and the National 
Council for Maternity and Child Welfare. The one body 
will make available to the other its various services ang 
contacts so far as these are relevant to the other’s objects ; 
duplication of services will be eliminated and activities 
extended as far as this liaison makes it possible. Another 
field in ‘which the National Council has been engaged js 
a study of the post-war holiday problem—a problem which 
may be much more serious than it appears to be at a casual 
glance. After the tension of war years there will be g 
tremendous demand for holidays—a demand increased by 
the holidays-with-pay arrangements—and unless something 
is done by way of organization and control there is likely 
to be an overwhelming congestion at holiday centres, with 
such wear-and-tear of body and frustration of spirit as 
will make the holiday of less than no value to many who 
flock to the coast. The National Council suggests that it 
is a task for the Government to establish a national holi- 
days corporation which would make emergency provision, 
including the acquisition and control of wartime hostel 
and camp accommodation. Thus the British citizen who 
has had to submit to control of his industry during the 
war years may have still to submit to control even when 
he relaxes, and it will cheer him little to be told that this 
is for his own good. It may come to “coupons for holi- 
days,” but the words have an ugly ring in the ears of a 
free-born Briton. 

Then there is the work which the National Council has 
undertaken in the rural areas. For years it has been draw- 
ing attention to the danger of the countryside taking second 
place in the facilities provided for social and community 
life. It has made grants and loans for the establishment 
of village halls ; it has encouraged music and drama, helped 
rural industries, and has done much to increase interest 
in parish councils. Perhaps it is worth while to point out 
that there is another community standing in as great a 
danger of neglect as the 20% of the population who live 
in rural areas—namely, the neo-suburban community. We 
know of single estates of flats and houses under one owner 
ship, situated around London and other cities, in which 
there may be a population of a couple of thousand, equal 
to that of a good-size village, but without any communal 
provision. A village of that population would have its 
church, two or three chapels, and perhaps a hall, not to 
speak of inns and clubs, but on these housing estates there 
is very generally no focus of community ; and the matter 
is made worse because the people often have moved from 
in-town surroundings, where they had some sort of com 
munity centres, even if rather tawdry ones. But no doubt 
this problem, too, is in the mind of the National Council, 
which, under the chairmanship of the Warden of All Souls, 
has achieved so much in so many fields. This is the twenly- 
fifth year of the Council’s work, and it is regarded as 
turning-point in the development of voluntary service, 
marked by the growth of machinery for consultati¢ 
among voluntary organizations pursuing like ends. 
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CONDITIONS FOR GOOD VISIBILITY 


The visibility of an object depends on a variety of factors, 
such as its size, the illumination on it and its surroundings, 
and the contrast between it and its background, as well as 
on the state of adaptation of the eye by which it must be 
recognized. These factors are all related to one another 
in different ways ; for instance, the level of illumination 
will affect the state of adaptation of the eye, or the smaller 
an object the more brightly must it be lighted to make it 
visible. Hence the determination of the optimum condi- 
tions for the performance of a visual task, whether in a 
factory, school, office, or home, is not always simple, and 
much information is usually needed before the most satis- 
factory results can be achieved. It is probable that in the 
majority of cases in which the problem arises the only 
factor in the set-up which can be varied will be the illumi- 
nation, because the size and contrast of the detail making 
up the: pattern of the task are usually fixed by its very 
nature, whether it be type-setting or hemming a 
handkerchief. 

A method of attacking such problems can, as pointed 
out by Beutell, be “ based on the proposition that the illu- 
mination required for any visual task, as compared 
with the simplest possible task, depends upon certain con- 
ditions adversely affecting its performance; that these 
conditions can be defined; and that if the relationship 
can be ascertained between each of the conditions and 
the illumination required to compensate for it, then the 
illumination suitable for the performance of the task ought 
to be capable of actual computation.”’ As a result of 
this suggestion of Beutell’s a series of investigations into 
the effect of some of the variants of visual tasks on the 
relationship between illumination and visual efficiency was 
initiated and the first report, on the effect of size of work, 
published jointly by the Industrial Health Research Board 
and the Illumination Research Committee of the Depart- 
ment of Scientific and Industrial Research in 1935.2 A 
second report, by H. C. Weston, has just been put out by 
the Industrial Health Research Board under the title “ The 
Relation between Illumination and Visual Efficiency—the 
Effect of Brightness Contrast.”* The task chosen for this 
set of experiments was the recognition of the position of 
the gap in a series of Landolt’s broken rings under different 
conditions of illumination and contrast. Both “ reverse ” 
(light on dark) and “ normal ” (dark on light) contrast were 
used. The results, presented in an intimidating mathemati- 
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brightness contrast and the illumination required -to ensure 
maximum visual efficiency. If the size of the task detail 
is great enough, and the contrast not too poor, differences 
in contrast will not affect performance. If, however, the 
size of the object to be recognized is small the amount of 
contrast it presents to its background is most important for 
visual efficiency. The lower the contrast the higher must 
the illumination be raised before a maximum performance 
can be obtained, but no amount of illumination can bring 
the performance of a task involving poor contrast up to 
the level of one where the contrast is ‘good. From the 
practical point of view this means that, whenever pos- 
sible, visual tasks which call for the recognition of fine 
detail should be arranged so as to give as much contrast 
as possible between detail and background. Where (and 
this covers a large number of cases) this is not possible, 
as, for instance, in sewing with a matching thread and 
particularly when the colour is a dark one, it ‘is necessary 
fo ensure that the lighting on the task is as good as it 





























1 Mluminating Engineer, 1934, 27, 5. 
a Joint Rep. Indust. Health Res. Boatd (M.R.C.) and Illumin. Res. Cttee. 
SLR), H.M.S.O., 1935. 
Rep. No. 87, published by H.M. Stationery Office, 1945 










cal form, show that there is no constant relation between” 


can be. It is interesting to note in passing that, under any 
given set. of experimental conditions, a task in “reverse” . 
contrast was performed better than one in “normal” 
contrast. 


CARE AND TEACHING OF HANDICAPPED 
CHILDREN 


Special educational treatment for handicapped children is 
dealt with in draft regulations published last week by the 
Ministry of Education and summarized on another page. 
Blind, deaf, epileptic, physically handicapped, and aphasic 
children will normally be educated in special schools. 
Blind and those epileptic children who need special educa- 
tional treatment must be taught in boarding schools. 
Other handicapped children, including the partially sighted, 
the partially deaf, the educationally subnormal, may go to 
an ordinary school if they can have suitable special educa- 
tional treatment there and if this would not be detrimental 
to the other children. Otherwise they too will go to special 
schools. Two new groups of handicapped children are 
recognized—maladjusted children and those with defects 
of speech ; and power is given to local education authorities 
to maintain children at special schools up to the age of 
19 instead of 16. Where it is necessary to board out 
a handicapped child with foster-parents the authority 
must arrange for inspections of the home. The work of 
the school medical service is to be much extended under 
the new Education Act, and research will be encouraged. 
The regulations provide for the medical inspection as soon 
as possible after admission of every child admitted to a 
maintained school for the first time, and, in the last year 
of his attendance, of every pupil at a maintained primary 
or secondary school. In all special schools and institu- 
tions not maintained by a local education authority every 
pupil must be medically and dentally inspected on admis- 
sion and at least once a year. Another wise provision 
is that which requires every authority to appoint a senior 
dental officer. 





HOSPITAL MEALS 
The Ministry of Health has issued a circular to hospital 
authorities giving recommendations on catering. The 
circular has been prepared primarily with a view to the 
feeding of hospital staffs, but the recommendations apply 
with equal, if not greater, force to the feeding of patients. 
The need for a scientific approach to this subject—inclu- 
ding judicious buying, good cooking, palatability, and 
attractive presentation—is emphasized. The most difficult 
recommendation is the first—namely, that where practic- 
able the catering department of a hospital should be in 
the charge of a full-time and suitably trained officer, such 
officer to be responsible for ordering foodstuffs, framing 
menus, management and control of the kitchens, dining- 
rooms, and the ward meal service, and for supervision of 
special diets. In the smaller hospitals some combined 
arrangement may perhaps be made for the purpose. It 
is also recommended that this officer should be trained in 
nutrition and dietetics, or, in the large hospitals, that he 
should have one or more persons on his staff specially 
trained in these subjects. The difficulty seems to lie in 
the lack of trained persons. The British Dietetic Asso- 
ciation, which is the qualifying body for the Board of 
Registration of Medical Auxiliaries, has a membership of 
some 277, of which dietitians and food supervisors. in 
civilian hospitals number only about 100, and there are 
in Great Britain between 350 and 400 voluntary hospitals 
alone with over 100 beds. It is further suggested that hos- 
pitals should review the design and arrangements of kitchen 
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and food store-rooms, and prepare for necessary improve- 
ments as soon as these can be undertaken. Adequate 
dining-room or mess-room accommodation should be pro- 
vided for all the non-resident, as well as the resident, staff 
who want such facilities as hot meals or light refreshments 
or hot drinks. It is pointed out that hospital rations cover, 
and are designed to provide for, occasional meals for non- 
resident staff. An expert staff of the Ministry of Health 
and the Department of Health for Scotland and the Dietetic 
Advisory Service of the King Edward’s Hospital Fund 
for London are freely available for the regular visiting of 
hospitals and for advice on catering improvements. The 
Ministry of Labour and National Service for its part is 
trying to meet the requirements of hospitals for domestic 
staff, and during the last twelve months 41,500 women and 
3,300 men have been placed in hospitals or similar institu- 
tions in that employment. Certain courses of training have 
been arranged, particulars of which can be obtained from 
the Employment Exchanges to which hospital vacancies 
are notified. One is a training scheme for large-scale 
cooking and lasts for six or twelve weeks, according to 
the previous experience of those attending. 


* 





HUMAN REQUIREMENTS OF VITAMIN C 


What is the minimal daily requirement of vitamin C neces- 
sary for good health? According to various workers this 
varies from 10 mg. to 100 mg., depending on the method 
of investigation. Those who use the saturation test as an 
index of vitamin-C hutrition recommend daily intakes of 
from 75 mg. to 100 mg. The rationale of this test is that 
after a large test dose the needs of the tissues for vitamin C 
are satisfied before it increases in the blood to the threshold 
value, when much more is excreted in the urine. The 
value of the saturation test has recently been questioned. 
There is no general agreement on how big the test dose 
should be, or on how the results should be interpreted ; 
the threshold value for vitamin C varies widely from 
person to person; and Crandon’s work on experimental 
scurvy’ proves there is no evidence that saturation with 
vitamin C is necessary for health. As almost any concen- 
tration of vitamin C in the plasma appears to be com- 
patible with good health,? * the saturation test is not of 
much use in diagnosing vitamin-C deficiency or in com- 
puting the vitamin-C requirements of man. 

More help is likely to come from estimation of the 
vitamin C in whole blood (not plasma) or -in the white- 
cell-platelet or buffy layer of centrifugalized oxalated 
blood.** A constant level of the vitamin, no matter 
how low, indicates a- positive balance ; falling values 
point to a gradual depletion of vitamin C. There is no 
clinical justification for the view, commonly held, that 
a concentration of vitamin C above 0.6 to 0.7 mg. per 
100 c.cm. of plasma is necessary for health. From 
measurement of the vitamin C in the white-blood-cell 
layer Pijoan and Lozner* have calculated the minimum 
requirements for man. One of these authors lived for 
twenty-two months on a diet providing 25 mg. or less of 
vitamin C daily. Although plasma vitamin C was only 
0.0 to 0.2 mg. per 100 c.cm. and no vitamin C was being 
excreted in the urine, no ill effects were observed, and an 
experimental wound in the back healed normally. The 
white-cell—platelet content of vitamin C was constant at 
26+2 mg. per 100 g. on a daily intake of 18 to 25 mg. It 
















would therefore appear that good health can be mais 
tained on a daily intake of 25 mg. of vitamin C. This m, 
be regarded as the protective minimum, because on intake 
below this figure Pijoan and Lozner found that the vit, 
min C in the white-cell-platelet layer showed a continyoy, 
fall. 
‘In gauging the vitamin-C nutrition of the individual on¢ 
must measure the vitamin content not of the plasma }y 
of the tissues, and the best guide to this is whole blood ¢ 
white-cell-platelets. Vitamin C in the plasma represents 
an overflow or a phase of positive balance, and it appe, 
in the urine when the renal threshold value is reached 
So it is thus possible to be in good health with a plasma 
vitamin C at or just above zero, and none in the uring 
These observations of Pijoan and Lozner receive support 
from other quarters. Najjar and his colleagues {ep 
seven young adults on a constant daily intake of 25 mg 
of vitamin C for eighteen months without finding anything 
abnormal by clinical or laboratory tests. Stamm, Macrae 
and Yudkin® did not observe a single case of scurvy among 
2,962 R.A.F. personnel on a diet containing from 17 mg 
to 26 mg. of vitamin C daily. Farmer’ also found tha 
experimental scurvy could not be produced in human 
volunteers unless the daily intake fell below 10 mg } 
would thus seem that approximately 25 mg. of vitamin ¢ 
is the minimum daily requirement of the vitamin for th 
average individual. This will keep a positive vitamin-C 
balance. Whether there is an optimum intake higher thar 
this, and, if so, how much, is a matter for conjecture. 
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THE QUESTION IS... 


The publication some time ago of Our. Towns: 4 
Close-up* which was a disclosure of slum life as 
shown up by evacuation, disturbed the public conscieno 
to an extent that far more ambitious social treatises have 
failed to do. The National Council of Social Service hz 
now followed it up by a pamphlet prepared by the 
Women’s Group on Public Welfare, and entitled What 
Do You Think ?° which is a series of study-outlines based 
mainly on the earlier publication and intended for the use 
of discussion groups. The purpose is to get discussion 
going all over the country, not in large bodies but in groups 
of from seven to fifteen people. Discussion has been 
defined as conversation with a point to it, and it is believed 
that more useful results may be brought about in this way 
“than by the holding of mass meetings, which create a 
great deal of sound but merely explode in air. This sylla- 
bus ranges over such questions as the family, the living) 
wage, the house and its housekeeper, education, neighbour 
liness, the use of leisure, and good health. It is largely 
in the form of a series of questions, to some of which 
the answers are obvious—“ Is it more economical to spend 
money on preventing illness or on curing it ? ”—while 
others are more debatable. The groups are asked to sj 
how to prevent noisy people from disturbing quiet people, 
and also how to prevent quiet people from irritating noisy 
people. Another*provoking question is, “ If some families 
refuse to take the trouble to achieve good health, whit 
would you do?” If discussion groups can be arranged 
it may mean that wider and wider circles of people wil 
learn to think objectively, feel generously, and act in @ 
operation, and something may be done, beyond what aly 
legislation can do, to remedy those social faults and incom 7° 
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be seal from the differences. Children under 5 years of age experienced 

Fae ss > INJURIES IN ENGLAND AND rates much more favourable than those of all civilians, to the 
This me WARTIME : WALES extent of about 40% in 1940, 33% in 1941, 37% in 1942, and 
N intake 41% in 1943. Children of school ages showed corresponding 
the vit, BY advantages of 49% in 1940, 45% in 1941, 35% in 1942, and 
>Ntinuoy PERCY STOCKS, M.D. 18% in 1943, their advantage diminishing as the dispersed 
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asma byl The disturbances in social conditions during the last five years, . 


affecting the distribution, housing, and working conditions of 
the population, their means of transport, and the lighting of 
streets and buildings, might be expected to leave clear impres- 
sions upon the rates of mortality from accidental causes among 
civilians. For various reasons, such as unavoidable delays in 
publication of the Registrar-General’s annual reports, little 
detailed information has yet been made available on this 
question, and a good deal of misconception exists in conse- 
les® kepy quence. It may be that useful lessons for the future years of 
f 25 mg} peace can be learnt from the behaviour of death rates from 
anythinel different forms of accidents during the war, particularly with 


Mz regard to those occurring on the roads and in the home. 


y among Furthermore, the war has brought us for the first time 
117 statistical information on an almost national scale regarding 
und types of injury resulting from various forms of external violence 

“f and causing admission to hospitals. Plans for house-building, 
| hume town-planning, road construction, and restoration of private 
motoring, hospital treatment, and rehabilitation of injuréd 
persons are all in the.air, and it seems desirable that some 
information should be given now about accidents and fatalities 
in recent years. The trend of civilian mortality from various 
forms of violence in different sex and age groups will first be 
considered, and then the kinds of injury which have been 
found in patients admitted to E.M.S. hospitals, both from the 
Services and from the civilian population. 
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’ Civilian War Fatalities 

The numbers of civilian deaths registered in England and 
Wales during the four years 1940 to 1943 and classified as 
due to operations of war (International List No, 197) were as 
follows : 
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1941 
- 10,798 
* 8,745 


1942 
2,044 
1,747 


1943 
1,571 
1,431 


1940 
11,691 
10,524 


Males 
Females 


Of these 48,551 deaths 39,727 were registered in the 12 
months from July, 1940, to June, 1941, inclusive. They com- 
prise deaths from injuries caused by enemy action and by 
manceuvres and practices for offence or defence, and the figures 
include women in the Services up to mid-1941, merchant sea- 
men who died in this country, and the Home Guard. Neverthe- 
less, the great bulk of the deaths resulted from haphazard night 
bombing ; and had the population been distributed as in peace- 
time and remained within their homes the death rates might 
have been expected to vary little with sex and age except so 
far as these affected recovery rates after injuries not immediately 
fatal. When the death rates’ of separate sex-age groups are 
expressed as percentages of the rate for the population as a 
whole, indices slightly below 100 up to age 55 followed by 
increases over 100 thereafter, and showing little sex difference, 
would have been anticipated if all groups of the civilian 
population had moved from their homes, resorted to shelters, 
and otherwise reacted to the situation in the same way. 








TaBLe I.—Civilian Death Rates from Operations of War in 1940-3 
for Different Sex and Age Groups, Expressed as Percentages 
of the Rate for Persons of All Ages in the Same Year 





























| 
1940 1941 1942 1943 
Age Group } 
| M | F M F M F M F 
0- | 63 58 68 66 55 70 57 62 
s- \; 50 57 53 78 51 86 77 
15- | 124 82 | 141 77 | 122 69 | 112 69 
45- 144 98 | 144 88 | 166 87 | 165 87 
55- 156 | 111 165 97 | 163 | 102 | 167 | 104 
h 65- 141 | 128 | 144 | 109 | 142 | 143 | 150 | 131 
st. + .. | 157 | 168 | 138 | 130 | 171 -| 194 | 177 | 162 
osp. Bg “Allages | 115 | 87 | 124 81 | 123 | 81 91 64 

















Table I indicates how far the actual indices departed from 
this hypothetical position, and some inferences may be drawn 


children returned to their homes. Women reduced their rates 
by 1942-3 to 31% below the average at ages 15-45 and to 13% 
below average at 45-55. All other sections showed rates above 
the average, the excess increasing for men aged 45-65 to about 
65% in 1942-3. The large excess for old people of both sexes 
was no doubt due partly to inability or disinclination to take 
shelter and partly to lower recovery rates from injuries not 
immediately fatal. 


Civilian Road Fatalities 


TABLE II.—Civilian Death Rates from Road Accidents in 1939-43 for 
Different Sex and Age Groups, per Million Living 





l 
| 1940 | 1941 1942 | 

















1939 1943 
Children: | | 
0- Me 95 121 152 130 97 
5- wed 114 117 158 135 123 
Men: 
15- 248 232 | 255 175 139 
45- 253 260 | 265 200 166 
55- 406 420 423 281 226 
65- 634 . 631 607 469 349 
715+ 1,171 1,068 969 731 538 
Women 
1$— 44 42 45 37 31 
45- 52 7 59 41 36 
55-" 105 90 CO 96 68 53 
65- 223 167 178 130 99 
15+ 361 © 280 258 189 191 
Persons all ages 177 | 168 181 | 136 110 
| } 








Table II shows the civilian death rates caused by road 
accidents (International List Nos. 170, 171), which for persons 
of all ages changed little from 1939 to 1941, but declined con- 
siderably in 1942 and again in 1943. The decrease in road 
traffic might have been expected to affect all age groups to 
about the same relative extent, but it is important to notice 
that children did not share in the improvement in mortality, 
their rates being still slightly higher in 1943 than in 1939, after 
being very much elevated in the intervening years. At ages 
15-55 males registered an improvement, starting after 1941, of 
about 40%. from 1939 rates, and women about 30%, while 
people over 55 of both sexes showed progressive decline in 
death rates, until by 1943 they reached about one-half of the 
1939 levels. Children suffered twice as heavily from road 
accidents in 1942-3 as from operations of war, and their con- 
tinued high rate of mortality despite diminished road traffic is 
a matter which needs serious consideration in post-war planning. 


Accidental Deaths in the Home and Elsewhere 


TABLE III.—Civilian Death Rates from Violent Causes, other than 
Operations of War and Road Accidents, in 1939-43 for 
Different Sex*and Age Groups, per Million Living 




















1939 | i940 | | 1941 | S942 1943 
Children: | | 
2.4. ie | 553 | 582 | 550 527 
$. - 104 125 147 | 135 133 
Men: 
15- 359 412 424 403 | 415, 
45- 626 680 611 =| 532 512°? 
55- 975 1,019 872 | 64s | Sa 
65- 2 | 1,435. | 15302 1,169 978 946 
B+ 31+ Ge 3159 | 21612 2,381 2,108 
Women: j | 
15- 100 100 «6 | 
45- 246 237 197 187 169 
55- 367 389 327 282 256 
65- 740 901 726 | 601 550 
75+ 3,122 3,526 3,061 2,680 | 2,456 
Persons allages 411 | 458 | 434 392 379 





‘ 


Death rates from “ other” accidents are shown in Table III. 
In 1940 they increased for every group of the civilian popu- 
lation except women aged 15-55. In 1941 further increases 
occurred for children and young adults, but at ages over 45 the 
rates declined consistently year by year from 1940 to 1943. 
As in the case of road accidents, children’s mortality in 1943, 
although below that of the two years preceding, was still above 
1939 levels. This was true also of men under 45, but every age 
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group over 45 for each sex registered pronounced improvement 1,100 and 1,300 people aged 15-65 and between 3,200 : 
: ; A : »209 and 3.4008 than in 
in 1942 and further improvement in 1943 on the 1939 rates. people aged 65 and over died from such accidents jn 194) urre 
Here again, why should the mortality of young children have _ Burns and scalds contributed about 400 to this total for child = 
risen by 5%, and of school-children by 28%, while that of men compared with about 500 in 1940, and suffocation in bed of Non- 
and women at ages over 45 declined by 20 or 30%? by food contributed about 500, compared with about 450 ip with ati 
1940. iF occu 
Taste IV.—Deaths of Civilians from Accidents known not to be due ‘ ‘ ; happen 
to Industry or Transport, 1940-2 (see Text) Types of Injury causing Admission to E.M.S. Hospital those d 
The hospital records of patients admitted to E.M.S, pede or othe 
Year Children Men Women are sent after completion’ of treatment to the Ministry of™ men ar 
o- | s-| 15-| 65-|75+]| 15-| 65-|754+ Pensions registry at Norcross. At the end of 1942 work was acciden 
5980 alia) o61 321 271 sel 42 | cae begun on these records by a small statistical staff of the E.Ms,4 About 
Poisoning by coal-gas } | 194; | 12| 11| 87| 28! 24| 44] 18 organization in order to gather information about the f id to 
or carbon monoxide 46 ; ; wee ok requ sale ! 
1942 | 12} 8} 65) 22) 21) 52) 21) 46 of various diseases and injuries—not merely for historical pur-} are in 
Accidental swallowing (| 1940| 32| S| 55| 15| 4| 43| 12| 6 poses but also to dispel some of our ignorance about guch§ gave in 
of ee or foreign { | 33 a = 7 ¢ 4 . ss important matters as the types of injury produced by differen} ficatior 
. forms of violence and the durations of hospital treatment ang Ron * 
1940 | .28/16| 19| 10} 9] 23] 16| 9 i i e i ABL 
riainigealen “3 soar | so last asi asi del al slo disablement resulting therefrom. For this purpose every fifth M 
1942 | 29115) 38 9 2) 32] 11 9 patient was selected by a random process from those admitted 
Burns by clothing (| 1940] 23|32| 12] 17] 24/53] 311 36 ‘© all E.M-S. hospitals, starting from 1942, and the fina 3 
from domestic fire { 1941| 40/29] 9] 21| 16] 57| 31] 51 diagnoses of the principal disease or injury causing admission, 
or by falling into fire || 1942 | 24/15 | 11] 18} 20|~41| 23| 24 and of the chief complications and associated conditions, were | 
Burns by clothing ¢| 1940| 10/ 8| 3| 2| 4| 19] 16| 33 coded by means of the Medical Research Council’s Provisional GZ 
~ tom stoves candies, { “ae + s ; : ; = 4 24 Classification of Diseases and Injuries (Special Report No: 248). 18 
nae These codes and the essential details of sex, age, occupation,§ 20 
Scalds, and burns from {| 1940 | 334 | 25] 37] 18] 16] 26) 13) 26 duration, etc., were entered on cards, and more than 120,000 * 
> 1941 | 310 | 27| 45| 13] 10] 21] 18| 27 “ : ’ : 
other causes 1942 | 243117] 32| 5! 415] 26!) 13| 17 have been thus dealt with up to the present. Owing to the long ; 
: stay in hospital of some patients, tabulations of the admissions fe 
—— Gn en, ion 4 vie ‘ a 2 pea ra, OR her during a given year cannot be made finally until about 15 
cradle, etc. sit sad Torntede "oaut Wiad Hence Gemals eect Gienclé Geo? months has elapsed from the end of that year, but statistics® g40 | 1 
2 1940|149| 4| 28| 6| 7| 21| 2| 3. for the years 1942 and 1943 are now becoming available, andy 300 | ' 
Sor rubber teat) 4| 1941 | 153] | 22] 7| 4] 22] 6]. 6  torm the basis of the tables which follow. After the war 1940 42 | 
and 1941 will, it is hoped, be dealt with, but at present nothing 9 
1940 | 17| 7 | 174] 133 | 175 | 181 | 219| 377 . ¢ i s s. 
Falls downstairs .. J| 1o4t| '8| 7 | 192| 148 | 141 | 164 | 186 | 298 C2M be said about those year a ae 
1942} 16| 5] 139] 85 | 136 | 138 | 168 | 251 Civilians injured by enemy action and admitted on that 815-6 | 
1940 | 6 | 2/821 331 211 321 151 20 account to E.M.S. beds must have numbered over 7,500 ing 82,83) 
— _ ladder or { 1941 | 14] 5| 59| 27].19| 24] 25] 11 1942-3, since the one-fifth sample used in Table V comprises an 
1942 | 12) 5| 4| 28/ 26/ 27/ 11/ 10 = 1,530 patients, 881 being males and 649 females. The table§ 847 | | 
te = 1940 | 20] 3] 53 | 132 | 243 | 113.| 265 | 754 distributes these according to 18 main injury groups, expressing ' 
Falls “indoors” or /| 1941 | 26| 4] 63| 92] 225] 95] 210| 713 the f a § h “ : a h pte “735 
from bed or pram 1942! 17| 5| 45| 95 | 235| 64| 196 | 729 the frequencies in each sex as percentages of the totals. Openg 90-96 
~ a ; wounds without injury to bones, nerves, or internal organs 
1 7) 9) 37} 1)—| 41 —|-— — formed 37% of the injuries of males and 40% of those off * Witl 
Blectri t ‘a 1941 6;12| 22; —|— 12}; — 1 sey ‘ 4 
a { 19942) 1/ 8/ 2) —| —]| 14] —|] — females, and bruises and contusions formed about 7% for each nian 
sex. Fractures were present in 23% of injured males and 20 | 
1940; 3! 3] 15] 1 Li St cth-2 Seed . ; Of t 
Explosions = { 1941 Sie ee? ee 2 1} of females, and head injuries without fracture in about 12 and ’ 
1942) 1) 3) 19} —| —| 4) —| — — 13% respectively. Lower-limb and skull fractures, burns, and@ °X°T¢!s 
traumatic amputations were relatively more frequent in males a 
4 AP. ~ §- tractul 
Table IV throws some light upon the causes of those fatalities TaBLE. V.—Types of Injury Sustained in the United Kingdom by | large | 
which occurred for the most part within people’s homes during Civilians through Enemy Action, and by Men and Women head 
1940, 1941, and 1942. From each group in the table have been in the Services through Accidents, causing Admission fractu: 
excluded accidents in mines and quarries, those connected with __ to E.M.S. Hospitals in 1942-3 50% 1 
.transport, machinery, and operations of war, and those indicated o Civilians Non-civilians Doe 
as occupational, apart from housework. The great majority of ° nd ‘6 
the residual deaths must have been due to’ accidents at home. 8 Explo-) Road Other| All | 
; s ‘ ‘ 3) Enemy sive | Acci- | § ‘Acci- | Acc: skull | 
Considerable numbers of coroners’ certificates furnish no clue of Action+ Mis- ae port Ae hot T3054 
to the circumstances in which the accident occurred, and an 2 ; siles the ss 
unknown proportion of deaths classified to burns, fall, crushing, s M F M M M M | FE vehicl 
and “other” accidents of “unstated cause” must also have “Total in sample .. | 881 | 649 | 1,952| 3,054 | 1,346 | 8,203| 712 § cyclis 
occurred at home. The totals in these groups are shown in pants Soi ——F injuri 
Table IVa, and need to be considered in conjunction with the Per cent. of all injuries within each group: re 
bétter-defined deaths in Table IV. 840 | Fracture skull 44] 3-4/ 30] 60] 3:3| 27) 258 vehicl 
Q 800 | Other head injury .. 11-6| 13-4 3-4] 19-7 5-2} 67 = f ot 
Taste IVa.—Deaths of Civilians from Certain Accidents in +4 er soles Rt S01 381 eal ae isl ef é ; 
Unknown Circumstances 843 ” upper limb | 41] 55] 9-0] 10-4] 11-6| 128] 9 ractu 
ges] Romie | 23] $2] 3] 12g] ga) Maya lamer 
; 99 multiple .. 5 b ' f i ? ‘ 
od SS eee ee Ee) ct 
= ee a is a rush injury * : . . \. \. F 
tat at art at ater ic] Secmemseee | 98] 8] aba) 2] 2) Slay 
Li pen wounds’ . \e " e a - 5 
Burns of unstated { at atiaiarl pimiol ate 810-1 Contusion* 6S] 72] 06] 100) 13-7| 98) Ie} show 
prain, strain * : 5 e P P 
1942 | 47/36] 14] 13| 19| 40| 24] 44 . 93, Bums, sealds 40 19 27 rt ead 5-6 a ag 
“ oreign bodies . : _ _— ' m«¢ 
Fall, rushing, other {| fog | 34 | $6 | Soi | 159 | 292 | 102 | 222 | 666  90-92| Poisoning... | 03) 02/ 02] — | — | 16) ME coe 
and unspecified | 1942 | 40 | 39 | 238 | 129 | 220| 87 | 143 | 549 817-8 — amputa- 1-5 0-3 2:7 O1); — 1:0 
Others 10:7} 11:7) 13-0 2-2 1-1 71) 1 
* Including ‘“‘ fracture of leg” at 65 and * 
gg Ram gt Laon Anche 9 certs 80-90 | All injuries 100-0 | 100-0 | 100-0 | 100-0 | 100-0 | 100-0 | 1000 as 
For children and old people the combined tables must repre- a oo —— § mume 
sent the totals of home fatalities without much overstatement, 4M RC. prefix code VV, with exclusion of injuries of Home Guards al the ac 
and it is safe to conclude that about 1,150 children, between N.F.S. personnel received during practices. > and tl 
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than in females, while upper-limb fractures and crush injuries 
gecurred more often in females. 

Non-civilians injured by accidents of various kinds are dealt 
with in the same way in Table V. “ Accidents” include those 
occurring during training and manceuvres as well as those 
happening while off duty, the only injuries excluded being 
those due to enemy action and those purposely inflicted by self 
or others. The external causes distinguished.in the table for 
men are explosive missiles (M.R.C. suffix codes 4V to 6Y), road 
accidents (suffix 1 to 7), sport (suffix 4X), and all other accidents. 
About one-third of the last-mentioned group of accidents were 
said to have been falls or blows, and considerable numbers 
are included here concerning which the hospital records 
gave insufficient information about the accident to allow. classi- 
fication to the specific external cause. 

Taste VI.—Types of Injury Sustained in the United Kingdom by 


Men in the Services through Accidents on Roads causing 
Admission to E.M.S. Hospitals during 1942-3 
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23/ .3/ 31. 
3 Os pais c nS a6 3 
é | 3e| o> | g |g5>/s5el25.| gz 
J 35| 88| §5 |gBsl273\ 523) 2s 
#8 #8 | £8 | 33 |Sesiss3lseg| =8 
$5 AZ| AZ| ds ase eel Onde] << 
bz i le .. |1,427| 85 | 553 | 291 | 203 | 495 | 3,054 
Yat ‘ail toad acci- | 46°7| 2:8 | 18-1 9:5 | 67°| 16-2 | 100-0 
dents | 
Per cent. of all injuries within each group: 
skull 46} 94) 7:2) 65) 54] 81 6:0 
$00 Other head injury... | 13-7} 341] 241] 268] 266] 22:8/ 19-7 
841 | Fracture spine 1-2 2-4 3-4 1-4 1:0 2-0 1-8 
842 ec. tronk*.-..5 1:2 35} 5-1 2-4 10} 32) 2-4 
843 ” upper limb | 11-4] 12-9] 10-7] 59] 15-7] 7-5] 10-4 
844 »  lowerlimb | 25-2) 59] 72] 17-2] (84] 11-3] 17:3 
845 » multiple ..  o-  aee  | 5S} 34] 47) 69 
846 | Dislocation 20; — 8] -0:3). 307 2:2 1-9 
815-6 | Crush injury* 06); — 05) 24]. 0-5 1:3) 09 
82,83 | Nerve injury 04); — 0-2; — — 0-4) 03 
801-7 | Open wounds* 17-8} 14-1] 11-6] 13-4] 19-7] 19-6| 15-6 
810-1 | Contusion* 71} 11-8] 166] 12:0} 89) 9-7} 10-0 
847 | Sprain, strain* 47) 24) 42) 38] 54] 34] 43 
Other injuries} 26); — 23) 24): 10) - 3:3). 2:5 
80-96 | All injuries 100-0 | 100-0 | 100-0 | 100-0 | 100-0 | 100-0 ; 100-0 
* Without fracture or more serious injury. ; ; 
t Includes burns, foreign bodies, poisoning, traumatic amputations, and 
“others ” in Table V. 


Of the injuries accidentally caused by explosive missiles during 
exercises or otherwise 64% were. head injuries, 13% lower-limb 
fractures, 9% upper-limb fractures, 54% other or multiple 


. fractures, 24% traumatic amputations, and about 5% involved 


large nerves. Of the injuries received during sport 84% were 
head injuries, 20% lower-limb fractures, 114% upper-limb 
fractures, 2% other or multiple fractures, 34% dislocations, and 
50% were nothirg more than sprains, strains, or contusions. 

_ Road accidents produced higher proportions of head injuries 
and of spine and trunk fractures, no less than 6% having a 
skull and 2% a spinal fracture. In Table VI this sample of 
3,054 road accidents to men is analysed according to whether 
the patient was on a motor-cycle, driving or riding in a motor 
vehicle, riding a bicycle, or involved as a pedestrian. _Motor- 
cyclists’ injuries consisted of skull fractures in 44%, other head 
injuries in 134%, lower-limb fractures in 25%, and other 
fractures-in 23%. Both drivers and passengers of other motor 
vehicles show higher percentages of skull fractures (94 and 7), 
of other head injuries (34 and 24), and of spine and trunk 
fractures, than do the motor-cyclists, but their liability to 
lower-limb fractures is much less (6 and 7). Pedal-cyclists 
show high proportions of upper-limb fractures and minor head- 
injuries compared with motor-cyclists. 

The types of injury sustained by women in-the Services are 
shown in the final column of Table V, based on a sample of 
712. The distribution differs from the “ other accidents ” group 
of men by an excess of burns and minor head injuries and a 
corresponding deficiency of limb fractures. 








I. L. Applebaum (Ann. intern. Med., 1944, 21, 35) records his 
observations on serum amylase in 65 controls and 60 cases in which 
mumps was diagnosed. He found high amylase levels in 95% during 
the acute stage, but in exceptional cases the results may be capricious 
and the clinical symptoms must be relied on. 


EDUCATIONAL TREATMENT OF HANDICAPPED 
CHILDREN 
Special educational treatment for handicapped children, includ- 
ing arrangements for boarding out with foster parents, and the 
school medical and dental services, are among the subjects dealt 
with in new draft Regulations published by the Ministry of 
Education (H.M. Stationery Office ; 4d.). 


Provision for Handicapped Children 


Where it is necessary to board out handicapped children 
with foster parents local education authorities must arrange for 
the inspection of the home before the admission of the first 
pupil, during the first month of residence of each pupil, and at 
least once a term afterwards. Authorities are advised to employ 
if possible a trained social worker or a school nurse with the 
qualifications of a health visitor for this purpose. 

In a circular for the guidance of authorities (Circular No. 41, 
H.M. Stationery Office ; 2d.), the Ministry of Education points 
out that the boarding of children under good conditions away 
from their homes often constitutes an important element in 
special educational treatment, particularly in the case of 
maladjusted children. 

All blind, deaf, epileptic, physically handicapped, and aphasic 
children will normally be educated in special schools. Blind 
and those epileptic children who need special educational 
treatment must be educated in boarding schools. Other handi- 
capped children, including the partially sighted, the partially 
deaf; the educationally subnormal, and those suffering from 
other physical handicaps, may be educated in ordinary schools 
if suitable special educational treatment can be provided, and 
if this would not be detrimental to the other children. Other- 
wise they too will go to special schools. 


Methods of Treatment 


The methods of treatment to be provided for various types 
of pupil in ordinary schools will include the following: 


(i) For the partially sighted, a favourable position in the class- 
room and the provision of special furniture, apparatus, and 
equipment. 

(ii) For the partially deaf, a favourable position in the classroom, 
the provision of individual hearing aids if necessary, and tuition in 
lip reading. a 

(iii) For a delicate child, education under favourable hygienic 
conditions, with special provisions for nutrition and rest. 

(iv) For a diabetic child, residence in a hostel under medical and 
nursing supervision. 

(v) For educationally subnormal children, tuition adapted to their 
special needs, either individually or in small groups or classes, 
including adequate facilities for practical work. 

(vi) For maladjusted children, such special educational treatment 
as may be considered appropriate by an educational psychologist or 
other .suitably qualified person employed by the authority,- or by a 
child-guidance centre or clinic. 

(vii) For a child suffering from speech defect other than an 
aphasic child, special training and treatment by a duly qualified 
speech therapist. 


In the past it has not been possible for education authorities 
to maintain children at special schools after the age of 16, but 
in the future, if an authority wishes and the parent consents, a 
child may stay at.a special school up to the age of 19. 

Pending arrangements to be made by the Ministry of Labour 
under the Disabled Persons (Employment) Act, 1944,. the 
existing arrangements for vocational training of certain types of 
seriously disabled persons will continue to be approved by the 
Ministry of Education. 


Medical Inspection 


The regulations dealing with the school medical service pro- 
vide for the medical inspection of children in all schools main- 
tained by education authorities as follows: 

(i) Every child admitted to a maintained school for the first time 
shall be inspected as soon as possible after admission. 

(ii) Every. child attending a maintained primary school shall be 
inspected during the last year of his attendance. 

(iii) Every child attending a maintained secondary school shall 
be inspected during the last year of attendance. 


The Minister may give directions for additional medical 
inspection, and it is open to authorities to arrange for this if 
they have the necessary staff. ‘-In the case of all special schools 
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and institutions not maintained by a local education authority all 
pupils must be medically and dentally inspected on admission 
and at least once a year—in the case of open-air schools and 
schools of recovery for delicate children, once a term. 

For the first time authorities are required to appoint a senior 
dental officer. This is to ensure that there shall be one officer 
on the staff of the school medical service responsible for the 
organization, development, and technical efficiency of the school 
dental service. : 

Provision is also made for encouraging the use of the school 
medical services for research. Much valuable work in problems 
of child health has already been done by school medical and 
dental officers, and the Minister is anxious that such research 
should be continued on an even wider scale. Authorities are 
urged to encourage the work and to co-operate with university 
departments such as those of child health, social medicine, and 
public health. 

Another new requirement is that all school nurses appointed 
in future must be qualified as health visitors. This is to facilitate 
interchangeability of staff and the co-ordination of the school 
medical service with the maternity and child welfare service 
and the general health services of the future, and to promote 
efficiency in administration and to secure continuity in the care 
and supervision of children. This regulation will not apply to 
specialists such as masseuses and remedial gymnasts. 





~— | 





ALLOWANCES TO INVALIDS AND PERSONS NEEDING 
SPECIAL DIETS 


The following changes in the arrangements for special allowances 
to invalids and persons needing special diets are announced by the 
Ministry of Food. 

In future children holding the green ration book R.B.2, who 
qualify for extra milk under Classes I and II of the schedule of 


conditions set out in the Ministry’s booklet MED. 2, will receive. 


a total weekly supply of 14 pints of liquid milk. The certificate 
will be valid for a period varying according to the category in which 
the patient is included. 

Mothers who are partly breast-feeding their infants under the 
age of 12 months and who have surrendered the infants’ liquid 
milk allowance in order to obtain National Dried Milk may receive 
an extra 24 pints of liquid milk a week for their own consumption 
on submitting to the local food office a medical certificate requesting 
this extra allowance. The grant will be for four weeks only and 
will not be renewable. 

Persons suffering from diabetic ketosis will be granted three sugar 
rations a week on the same lines as diabetics with other intercurrent 
illnesses. The meat, fats, cheese, and bacon rations will be can- 
celled during the period when extra sugar is allowed. This arrange- 
ment will be for one week upon submission of a medical certificate 
at the food office and will be renewable on submission of further 
weekly medical certificates. One extra soap ration a week is to be 
allowed in cases of ileostomy under Class Ila of the schedule of 
conditions (MED. 2) qualifying for extra allowances of soap. 








NUFFIELD MEDICAL FELLOWSHIPS 


The Nuffield Foundation is prepared to award a limited number of 
fellowships to men and women who wish to qualify for senior 
teaching and research posts in social medicine, child health, indus- 
trial health, and psychiatry in the United Kingdom. Candidates 
must hold a university degree in medicine registrable in the United 
Kingdom, and will be expected to have had some general clinical 
experience since registration. Their talents and personal inclinations 
should afford good promise of their ability to advance knowledge 
and education in the branches of’ medicine named. 

Normally the annual value of a fellowship will be between £500 
and £800, according to the needs of the recipient. Travelling ex- 
penses will be paid to a Fellow who goes abroad for study. A 
fellowship will be awarded for one or more years, but, save in 
exceptional cases, will not be tenable for longer than three years. 
Applications will be received at any time. Medical officers at 
present serving with the armed and auxiliary Forces of the Crown 
may apply now for fellowship tenable on their demobilization from 
such Forces. Full particulars and application forms may be obtained 
from the Secretary of the Nuffield Foundation, 12-13, Mecklenburgh 
Square, London, W.C.1. 








H. J. Bell (J. R.A.M.C., 1945, 84, 21) describes the unusually severe 
type of gonorrhoea met with among British troops in Italy. The 
disease was resistant to sulphonamides to a degree hitherto unknown. 
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EYESIGHT OF INDUSTRIAL WORKERS 


Opening a discussion of ophthalmological problems and Visual 
standards in industry at a meeting on March 24 of the 
Association of Industrial Medical Officers Dr. W. JEAFFREsoy 
LioyD said that, in general, industry had not given enough 
attention to lighting, and legislation had not been bold enough, 
Even where there was good lighting there was no Provision 
for maintaining its efficiency. He believed that eye Protection 
was largely. a matter for the safety officer. But he had noted 
that eye accidents occurred in batches and not continuously, 
Mr. JOSEPH MINTON said there was no unified accepted system 
of visual standards in industry and no universal practice of 
examining new entrants. Compulsory medical examination of 
all workers could not be instituted at present because it would 

only create a pool of physically unfit requiring some form af 
direction. It was hoped that the direction of the workers into 

jobs for which they were physically best fitted would in future 
be combined with the training of the physically handicapped. 
Examining surgeons should be instructed about the visual 
standards required in the different branches of industry. People 
with all grades of vision and even the totally blind could be 
employed to-day. He suggested five visual groups for workers, 
and explained the type of work suitable for each. Examination 
of ocular muscle balance and’ binocular vision was necessary in 
men and women engaged in close work, which could be done 
by myopes with good vision in each eye ; there was no evidence 
that such work had any effect on the rate of increase of myopia, 
One-eyed persons could be employed in most jobs, but the 
safety of the good eye should always be ensured. Further 
advances in industrial ophthalmology could be achieved only 
through close co-operation between the industrial medical 
service and the ophthalmologist. Mr. T. C. SUMMERS said that 
from the point of view of the ophthalmic surgeon examination 
must be done under a mydriatic. It was remarkable how many 
people suffered from astigmatism. Every type of eye disease 
had been discovered on routine examination of industrial 
workers. He strongly condemned the use of a spud for the 
removal of a foreign body from the eye. He had found that 
hypopyon ulcer sometimes occurred after a foreign body. 
Penicillin had no effect in this condition, which, however, cleared 
up quickly on the intravenous administration of 500 units of 
vitamin C. An invisible intra-ocular foreign body might be 
missed unless there was an x-ray examination. High myopes 
should not be put on “heavy ” jobs, since there was danger of 
detachment of the retina. In his view lighting and colour 
schemes in factories were questions for the physiologist and 
physicist. 


PHARYNGEAL DIVERTICULA 


At a meeting of the Manchester Medical Society on April 4 
Prof. JoHN Morey read a paper on pharyngeal diverticula 
based on his series of 21 patients with posterior pharyngeal 
pouches, and two further cases complicated by squamous 
epithelioma arising in the pouch. : 

A pouch described by the late Sir Arthur Hurst as an anterior 
pharyngo-oesophageal pouch was shown to be merely barium 
lodged in the vallecula between the tongue and the epiglottis. 
With regard to the predisposing causes, the average age in the 
series under review was 60 at the time of operation, males out- 
numbering females by more than 2 to 1. The differential 
diagnosis from carcinoma of the oesophagus, fibrous stricture, 
and cardiospasm was discussed and the importance of radio- 
logical examination stressed. A case was described in which 
on x-ray examination a pouch filled with food was mistaken 





for an intrathoracic goitre. 

Discussing the operative treatment Prof. Morley advocated 
the operation of primary excision of the pouch and suture of its 
neck in one stage as against the two-stage procedure, which 
was followed by a fistula in 50% of cases. In his 21 pouches, 
all treated by one-stage resection, there were no deaths; [6 
patients healed by first intention, three developed severe fistulae, 
one a transient fistula, and two residual abscesses. Preliminaty 
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ee ot 
gastrostomy was only employed with large pouches in patients 
who appeared to be bad surgical risks. ; 
Dr. F. DurRAN-JORDA read a paper on some new histological 
facts concerning the gastro-intestinal mucosa. He described 
the existence of what appeared to be a flat epithelial layer at 
the top of the gastric and intestinal mucosae (stomach, intestines, 
appendix, colon, and also the gall-bladder), and the presence of 
this layer was supported by the finding of capillaries in it. This 
layer was also found in foetal stomachs and in several other 
mammalian stomachs. The layer was studied by the speaker's 
method of formalin vapour fixation. He touched briefly on 
the relation between this new layer and the histology of some 
lesions found in the stomach, intestines, and ulcerative colitis, 
illustrating each stage with coloured photomicrographs. 
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Social Study of Hospital Treatment 


Sir,—The social study of hospital treatment reported by Dr. 
Malcolm Brown and Miss Freda Carling (April 7, p. 478) has, 
| think, yielded facts of great importance. It provides evidence 
that only about one-quarter of the patients admitted to the 
medical wards of a general hospial are cured, and only about 
one-half return to full-time employment. As the authors point 
out, for the majority of patients the stay in hospital was merely 
an episode—sometimes a relatively brief episode—in a pro- 
tracted period of disab:lity and treatment. 

A question which naturally arises is, Can we achieve any 


better results by improving the organization of medical treat- 


ment? At present when a patient is admitted to hospital he is 
uprooted from his environment and displayed among a row of 
other patients in the ward, where he can be conveniently 
inspected, examined, and investigated. The chief aim is to 
discover a known pathological process, and the chief hope to 
be able to administer a specific remedy. This method has 
achieved good results, but apparently only in about a quarter of 
medical cases. Research has dug deeply and produced remark- 
able remedies, but has the time not come when the field of 
disease should be cultivated more widely? 

The authors of this study have brought forward several 
reasons why the hospital staff should extend their observations 
on their patients to the post-hospital period.. Seven per cent. 
of patients still needed hospital treatment one year later and 
were not getting it. In 9% the period of incapacity after 
discharge from hospital could have .been. shortened by closer 
hospital supervision. - 

One of the great benefits which I think would result from 
the universal provision of consultant and specialist services is 


‘that the specialist would more often see the patient in his own 


home in the earlier stages of disease and in the company of 
the general practitioner. It would also be valuable, I think, 
for the specialist to make a similar visit after his patient’s dis- 
charge from hospital. In this way the modern hospital with 
its highly organized resources for scientific investigation and 
treatment would be able to extend its influence in two 
directions: towards overcoming disease nearer its source, and 
towards the full reinstatement’ of the patient in useful employ- 
ment. The patient would benefit from the earlier application 
of special methods and from a better follow-up after discharge 
from hospital. The specialist would benefit from being able 
more readily to study his patients, not simply as cases, but as 
living people striving to maintain the equilibrium of health in 
an environment too often overwhelmingly hostile——I am, etc., 


Sheffield. JOHN PEMBERTON. 


Civilian Mass Radiography 
_ $R—Your leading article on this subject mentions the 
important matter of the “fate of the symptomless tuberculous 
lesion.” You will be interested to learn that this is to form 
the Prophit Tuberculosis Survey of the Royal College of 
Physicians in a new scheme for research to be undertaken now 
that the original ten-year plan has come to an end. It is hoped 


that the new investigation will satisfy your advocacy that the 
method of mass radiography shall be “used scientifically,” 
and that it will be an “efficient survey” despite your doubts 
about science and bureaucratic methods, which seem a little 
irrelevant. It is hoped that the Prophit scholars will work 
closely with the medical officers of selected mass radiography 
units as they have in the past ten years with a large number 
of medical officers of hospitals and other institutions.—We are, 
etc., 

C. E. NEWMAN, 

Chairman, 
ALAN MONCRIEFF, 


Secretary, 
Prophit Research Committee. 


Royal College of Physicians of London. 

Sir,—Your leading article (April 14, p. 521) will help to focus 
medical opinion upon a new approach to chest diagnosis which 
has passed the experimental stage but which needs to be wisely 
applied if civilian requirements are to be satisfactorily met. 
The recent excellent report by a team working on behalf of the 
Medical Research Council illustrates the difficulties of a unit 
working in isolation and unrelated to any existing diagnostic 
chest centre. As is pointed out in your article, it is impossible 
as a result of one radiograph and one interview to determine 
the presence or absence of active disease. The decision to 
distribute the sets to councils of counties and county boroughs, 
which, under the general guidance of the Ministry of Health, 
are responsible for the diagnosis and treatment of tuberculosis, 
provides them with a permanent basis for future operations. 
Mass radiography thus becomes a branch of the tuberculosis 
dispensary activities and a diagnostic outpost. The medical 
officer in charge of the unit should be a member of the dispen- 
sary staff and take an active part in the reading of skiagrams 
and the assessment of clinical activity. This is so in Lancashire. 
In a county area it would be impossible for a mass miniature 
radiography unit to follow up the observation cases it finds— 
another reason why the unit is interlocked with the existing 
dispensary system. 

It is perhaps not generally realized that the methods appro- 
priate for conducting mass radiography of Service personnel 
are not necessarily the best for the civilian population. In the 
one case the following up of suspects is necessarily done by the 
same medical staff of which the mass radiography team forms 
part, because the suspects remain in the Services. But in the 
case of civilians the appropriate method appears to be for the 
mass radiography team to concentrate on finding the suspects, 
leaving it to the existing chest clinics to arrange for detailed 
diagnosis and treatment.—I am, etc., 


G. LISSANT COx, 


Preston. Central Tuberculosis Officer, Lancashire County Council. 


Rehabilitation and Cutaneous Diseases 

Sir,—May I be allowed space in your columns to refer briefly 
to the rehabilitation of patients suffering from skin diseases. 
In recent years this matter has been taken up with interest by 
the Red Cross and St. John War Organization in co-operation 
with the War Office. A rehabilitation centre for Service patients 
suffering from these maladies was opened at the Auxiliary 
Hospital (B.R.C.S. and O.St.J.), Ragley Hall, during April, 1943, 
and the work done there has been so successful that a similar 
centre is being organized at the Auxiliary Hospital (B.R.C.S. 
and O.St.J.) at Greenstead Hall. 

Rehabilitation has been defined recently as a “planned 
method of treatment designed progressively to mobilize all the 
available resources of the patient with a view to obtaining his 
most complete adjustment to social and economic needs.” If 
this definition is accepted it follows that this method of therapy 
should be made available equally for the dermatological patient 
as for his more fortunate brother, who, either by sustaining a 
fracture or by some other means, becomes of interest to the 
orthopaedic surgeon. There is, however, more in the planned 
and careful rehabilitation of patients suffering from skin 
diseases than merely assuaging the demands of the social 
conscience of the community, for proper methods of rehabilita- 
tion can save man-power and should be of considerable interest 
to those concerned with industrial problems. 

Our experience has shown that careful selection of the cases 
sent for rehabilitation is necessary, because this form of treat- 
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ment is not a panacea and care must always be taken to prevent 
a dermatological rehabilitation centre from being used as a 
“ dumping ground” for incurable cases. Many patients suffer- 
ing from eczema, dermatitis médicamentosa, post-scabietic 
eruptions, dermatitis of the legs after trauma, recurrent impetigo, 
and seborrhoeic dermatitis do well, but often little benefit 
accrues in persons suffering from diseases such as psoriasis, 
who at first sight might have been thought very suitable for 
rehabilitation. We have, of course, every hope that as our 
knowledge and experience increase, problems which are now 
baffling will be solved, and that eventually we shall discover 
satisfactory methods of handling various diseases which at 
present defy our endeavours. 

Major E. Miller, R.A.M.C., in a long and important paper on 
the psychiatric aspects of rehabilitation (J. R.A.M.C., 1945, 84, 
54) has emphasized that many of the methods of therapy 
applied to human diseases are rituals and arouse in patients 
unconscious enthusiasms or hostilities. Also he has emphasized 
the importance of obtaining the co-operation of the patients so 
that they realize that they are being won (or weaned?) from 
treatment to vocational activity and thence to work and eventu- 
ally to earning power. Unfortunately a minority of patients 
are consciously or subconsciously hostile to rehabilitation. 
Either deliberately or subconsciously they exploit their 
cutaneous maladies as mechanisms of escape from duties or 
avocations which they regard as hazardous or unpleasant or 
uncongenial. Obviously such persons present very great diffi- 
culties to those who attempt to rehabilitate them. 

Major Miller, who has studied our problems at Ragley Hall, 
has stated that the psychological factors which influence 
rehabilitation are: (1) The level of the patient’s intelligence and 
his aptitude for training (this aptitude is necessarily correlated 
with the intelligence level). (2) The personality of the patient. 
(3) The patient’s ability to adjust himself to any new social 


and economic setting necessitated by the nature of his disability. ° 


(4) The extent to which a patient can build a new edifice of 
craft skill above the level of the base-line of his former 
occupation. Many accept this summary, and they agree that 
psychiatrists may give great assistance not only in helping to 
decide which cases should be sent for rehabilitation but also 
during the patient’s residence at the centre. 

It is hoped that an account of the work at Ragley Hall will 
soon be published. My present purpose will be served if I 
have brought to the notice of those interested in this subject 
the fact that we have accumulated evidence which I believe 
to be sufficient to indicate that the rehabilitation of patients 
suffering from skin diseases is a proper field of endeavour, one 
in which co-operation between the dermatologist and the 
psychiatrist is essential; and one which those interested in 
occupational dermatoses and similar industrial problems might 
profitably consider—I am, etc., — 


War Office, London, S.W.1. R. M. B. MACKENNA. 


Nomenclature in Diphtheria 


Sir,—In the Journal of May 6, 1944 (p. 626), there appeared 
an annotation under the heading of “ Misleading Names,” in 
which the “ gravis,” “ mitis,” and “intermedius ” types of the 
diphtheria bacillus first described as such by my colleagues 
(J. S. Anderson, K. E. Cooper, F. C. Happold, and J. G. 
Thomson) and myself were considered. Much of the text of 
this annotation seemed to me to be sound, but I thought it was 
unfortunate that a heading “ Misleading. Names” should have 
been adopted, for there are a considerable number of rather 
hasty readers who will not go much further than string together 
the title with the names “ gravis,” etc., and will, in fact, have 
been misled. 

As you quoted a review on the subject in which I had collected 
all the relevant evidence that I could find, I did not think that 
much would be gained by writing to you further on the subject 
at that time. You also quoted, however, an article by Frobisher 
(1943) published subsequent to my review, in which the general 
conception that the “ gravis ” strains played a predominant role 
in severe outbreaks of diphtheria was extensively criticized. 
Any suggested nomenclature based on observations of this kind 
must ultimately stand or fall by its merits. You will agree, 
however, that it is necessary to consider all the facts. What 
Frobisher has failed to realize is that.it is not easy for him to 


——— a 
appreciate a phenomenon of which he has had no experiens | 
It is clear from his review of the observations on typing of 
diphtheria strains in the U.S.A. that “ gravis-like ” straing have 
only amounted to about 8% of all strains typed, and that what 
may be described as typical “ gravis” to less than 2%. On ti 
background the only epidemic of severe diphtheria which he 
mentions is a small one at Belair, Maryland, in which there 
was a mixed “ mitis”’ and streptococcal infection. 

In this review Frobisher also refers to the only recent oy. 
break of severe diphtheria in the Western Hemisphere which 
at all corresponded to those experienced in Europe in the last 
two decades—that at Halifax, Nova Scotia. He does not 
mention, however, that this outbreak was stated to be due to 
the “gravis” type of diphtheria bacillus,-although that had a 
very close bearing on his general argument. It is true that 
the bacteriological details in the earlier reports of this outbreak 
were scanty and he may have considered that this point Was 
in doubt. It seemed to me, therefore, that exact information 
about it was desirable, but difficulties in obtaining this informa: 
tion due to movements of personnel under war conditions have 
caused considerable delay. 

The actual findings in this outbreak I have obtained partly 
from publications (Campbell, 1941 ; Morton, 1941 ; and Wheeler 
and Morton, 1942) and partly owing to the kindness of Dr. 
G. D. W. Cameron, who sent me’ a collection of strains and 
put some unpublished figures at my disposal. These strains 
were classified without any difficulty as “ mitis,” “ intermedius,” 
and “ gravis” types and there was complete agreement between 
the Canadian results of Dr. E. T. Bynoe and my own, showing 
that in the period 1943-4, after the peak of the epidemic, 
about 65% of “gravis” infection persisted. Observations on 
strains put aside in 1940 (Dr. Cameron’s information) indicated 
a higher percentage of “gravis”—i.e., in all respects the’ 
bacteriology of this epidemic corresponded to that seen in 
similar epidemics in this country. In another “ gravis ” epidemic 
recorded recently in England, that described by Grant (1945) at 
Gateshead, 81% of “ gravis” strains were found in the investi- 
gation of 158 cases in the period 1941-3. 

There are some interesting points of contrast and of similarity 
between these two epidemics. In both cases a very marked rise’ 
in the incidence of diphtheria and in the total diphtheria deaths 
was recorded in association with the presence of C. diphtheriae 
gravis as the predominant strain. In Halifax (Nova Scotia), 
where the population was about 60% immunized, it was mainly 
a disease of adolescents and adults, the case mortality remained 
low—about 3.7%—incidence of paralysis was low, and the 
immunized were little affected. In Gateshead, where extensive 
prophylactic inoculation was only adopted after the epidemic 
had manifested itself, the case mortality was high except among 
the fully immunized, paralysis was very frequent, and the 
incidence of diphtheria among the immunized was disappoint- 
ingly high—not even Schick-negative nurses in the fever hospital 
were spared. 

A third quarter from which additional evidence has come 
recently is Denmark, where Orskov, Andersen, and Poulsen 
(1944) draw attention to the appearance of “ gravis” infection 
during the latter years of the war, in confrast to its previous 
absence (Tarnowski, 1942). The first-named authors mention 
some epidemics of “gravis” infection of .unwonted severity, 
although no statistics of association of type and severity of 
disease on a big scale have been published since the appear- 
ance of “ gravis” in that area. It is interesting to note that the 
appearance of “ gravis” infection in Scandinavia has coincided 
with a remarkable increase of diphtheria. 

I would submit, therefore, that although the suggestion that 
a patient infected with a “mitis” strain of diphtheria wil 
necessarily have a mild illness is a misleading one, it is nota 
suggestion that has ever been made from this laboratory. The 
suggestion originally made wag that the type of C. diphtheriae 
which we described as “ gravis” would probably be found 
be responsible for severe epidemic diphtheria. I believe that 
this suggestion has been justified by all the evidence that has 
since accumulated on the subject. That there - should & 
immunological races within the “gravis” group and epidemics 
of varying severity associated with strains of different grades @ 
virulence is in keeping with all experience of infective bacterial 
disease. And as is suggested by the observations described ‘im 
Grant’s paper, an epidemic will be foHowed-by a period @ 
t & 
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which “ gravis ” will be widespread in the community but much 
less formidable owing to the presence of a large percentage of 


: i os te 
turally immunized persons. I am, etc., 
—. J. W. McLeop. 
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Infant Deaths 


Sir,—Dr. S. H. Waddy’s belief (April 14, p. 529) that wrapping 
babies has accounted for the deaths of thousands in the past 
few years cannot be allowed to pass without protest, the more 
so because, on his own allowance, it is not based on proper 
investigation or valid proof. The worth of his opinion can 
be assessed by his colleagues, but when it is published under 
bold headlines, “ Wrapping up Baby is Bad,” in the Daily Sketch 
the opinion becomes most mischievous. 

Swaddling has been a universal custom from time im- 
memorial. Its aim is to ensure the rest which is one of the 
essential needs of early animal life. Many letters in recent. 
issues have attributed lack of breast milk to some defect or 


other in the lactiferous apparatus, but in the majority of 


instances mismanagement in the feeding is at fault. To whom 
must we assign the blame? Regretfully we must admit that 
neither nurse nor doctor can always be acquitted. 

Let us look at things from the start. The baby born and 
mother resting, the tired doctor leaves for home and the baby 
is not put to the-breast for probably some hours. I maintain 
that the infant should be put to the breast immediately after it 
has been washed. A lecture by Dr. Targett, published in the 
British Medical Journal some 42 or 43 years ago, insisted on 
this, for by it milk production is early encouraged and uterine 
contraction stimulated. He insisted that the doctor should not 
leave until the infant had been put to the breast; also that 
the mother should be allowed to manage her own baby with as 
little assistance from the nurse as possible. The baby, after its 
first attempts at sucking (and this applies to every subsequent 
feed), is comfortably wrapped in a soft shawl, laid in its 
cradle, and goes to sleep. If at any time during the first few 
weeks it is left with the arms free it throws the arms aimlessly 
about and jerks the legs, an expenditure of energy which should 
only be allowed for short periods for exercise before feeds. 
That eminent authority, Dr. Hector Cameron, insisted on 
swaddling, and advised what he aptly called insulation of the 
baby from a nervous mother by laying a soft pillow across 
her arms and so preventing her tremor from reaching the 
infant. Dr. Coldrey rightly observes that breast-feeding is an 


emotional business, and his succeeding remarks are much to the 


point, especially those referring to visitors ; rest of mind is as 
important to a nursing mother as rest of body. 

Over-tight bindings are, of course, harmful, but swaddling is 
not tight binding. A light knitted shawl, loosely wrapped 
around the upper arms and shoulders, restricts the exhausting 
This should 
remain a universal practice for the first few weeks of life. How, 
we may ask, did those bruised and shocked babies survive 
and thrive? Because the working classes always swaddle their 
babies and usually feed them without difficulty. Dr. Waddy’s 
belief is false and mischievous ; an arm-free baby is just as likely 
to wilt as an overtight one, while a swaddled babe will rest 
and thrive-—I am, etc., 

Berkhamsted. T. BLANCHARD SELLORS. 


Women in Labour 


Sir,—In your issue of April 7 (p. 495) Dr. John Elam has 
inserted a provocative final paragraph in his letter which really 
cannot be allowed to pass without a mild protest. In spite of 
the risk of giving him a malicious pleasure in seeing a fish rise 
to his bait, one must query the number, and perhaps even the 
existence, of these “ young women medical officers of health” 
who oppose the provision of safe methods of analgesia in 
labour. One was under the impression that it was an accepted 
Proposition that a gas-and-air apparatus should be provided in 





all maternity hospitals ; if the machines are not kept in working 
order, Dr. Elam’s letter will serve a useful purpose. 

But why blame the M.O.H., and the women medical officers 
of health at that? In municipal hospitals surely the medical 
superintendent is responsible, while in voluntary hospitals the 
inspection of apparatus by any M.O.H., male or female, would 
be rightly resented. Incidentally, very few young women, even 
in wartime, have risen to the position of medical officer of 
health, and I feel pretty sure that none of them would agree to 
Dr. Elam’s classification of her sentiments. 

Perhaps, however, Dr. Elam has misinterpreted the effects 
of those public health medical officers who endeavour by their 
teaching to the expectant mothers under their care to minimize 
the dread of the approaching confinement, and to give them 
that expectant curiosity and confidence which relax tension and 
greatly diminish, if they do not altogether remove, the pain of 
a confinement. The case reports of Dr. Dick Read show that 
for many women childbirth can be an amazing psychological 
experience associated with labour but with little pain. Tradition, 
however, insists on the presence of pain, and a recently delivered 
mother confided to me that she dared no longer mention that 
her labour was practically painless, as the reception of her story 
invariably met with the contempt of her listeners, who classed 
her either as a liar or as “ abnormal.” 

It is easy to suggest the presence of pain, and the doctor who 
prepares his patient to “go through hell” will doubtless see 
a painful labour in a frightened woman, where there will be 
ample need for analgesics and anaesthetics. It should be main- 
tained, however, that this is not the correct preventive attitude 
at the pre-natal clinic. This is shown rather by the exercise 
classes for expectant mothers, carried out to dance music and 
with a good social atmosphere, which are sponsored by the 
M.O.H. of Kensington. As the medical officer in charge, I 
am convinced that they have done a great deal to promote easy 
and quick confinements by helping relaxation and fostering a 
healthy attitude of confidence. 

Looking back thirty years, I remember insisting that women 
should have an anaesthetic during delivery, in spite of their 
feeble pleas that they did not need it. In the light of experience, 
I think that that was just as'reprehensible—or even more so— 
than denying an analgesic to the woman who asks for it. We 
must-not suggest pain unnecessarily in what is actually a normal 
and physiological process, though we must certainly be prepared 
to relieve it when it occurs if it is in our power to do so. 
Civilization must not remove us too far from the normal. It 
surprises me, sometimes, that these kindly old gentlemen to 
whom Dr. Elam refers have not suggested an anaesthetic for the 
bride on her wedding night. Surely the removal of fears and 
inhibitions by appropriate educational methods is preferable to 
anaesthesia?—I am, etc., 


Kensington, W.8. VIOLET RUSSELL. 


Sir,—I fully endorse all that Dr. John Elam says in his 
letter about the unsatisfactory administration of gas-and- 
air analgesia in labour. Much to my sorrow I have found 
his words only too true. I write not to enlarge upon the fact 
but to suggest what can be done about it. It seems to me that 
the solution to the problem mainly lies in the improvement in 
teaching arrangements—e.g. : (1) Throughout the country there 
should be a standardized curriculum for the special instruction 
in the essentials of obstetrical analgesia which is received by 
the midwife. (2) The lecturer-examiners should themselves 
have intimate knowledge and experience of the subject, and 
only such should be approved by the Central Midwives Board. 
(3) The Central Midwives Board, and not the individual hospital, 
should grant the. certificate to the midwife after she is successful 
in the examination. 

By obtaining this reorganization of the regulations under 
which midwives are trained in the use of gas-and-air analgesia 
a beginning at least would be made in raising the status and 
value of the qualification —I am, etc., 


Liverpool. R. J. MUNNITT. 


Sir,—The letter from Dr. John Elam is pertinent and timely, 
but disappointing in that the criticism is mainly destructive. 
This is easy ; so many have thought along these lines for so 
long. The problem is, How can we achieve “triumph over 
pain” for all women in labour? 


Not, I feel certain, from the 
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utmost support of the “old and elderly male county council- 
lors". quoted by your correspondent ; neither is the cause to be 
prejudiced by the alleged opposition of “ young women medical 
officers of health.” These latter are in no position—by virtue 
of either specialized training or professional influence— 
adequately to help or materially to hinder. 

While I have much interest in and every sympathy with the 
theme of Dr. Elam’s letter, I cannot refrain from suggesting 
that the problem should be divorced from everything in the 
nature of cheap sentiment and submitted to the cold judgment 
of reason and fair play. It would appear that with advancing 
civilization and concomitant changes in mode of life, the human 
threshold of pain is accordingly lowered. While a painless 
labour is by no means a thing unknown, yet for the average 
parturient woman of to-day labour, if unrelieved, may be con- 
sidered to represent hours of sheer agony. Why is it, then, 
that so many of our women are permitted to remain the defence- 
less victims of the primeval curse? Not from any so-called 
religious bias; even the most retrograde dare not use that 
argument to-day. What, then, are the circumstances responsible 
for a condition of affairs which, as Dr. Elam in no overstate- 
ment says, “must make us utterly ashamed of our national 
maternity services ” ? 

As I see it, there are two main reasons. First, women, being 
women, put up with it and go on having babies. If the last 
supreme act in the propagation of the species had fallen to the 
lot of man instead of woman the problem in question would 
not now have arisen ; our profession, predominantly male, must 
have seriously tackled it long ere this. So, in the first instance, 
women are themselves to blame for not demanding that degree 
of relief from suffering which can be theirs with perfect safety. 
Demand ultimately creates supply. 

The second and more serious indictment is directly against 
our profession. How many of our number who undertake the 
care of an expectant mother have taken the trouble to make 
themselves thoroughly conversant with all the analges-c 
techniques at our command to-day? In the absence of this 
knowledge the unfortunate patient is told: “ No, it wouldn't 
be safe for the baby.” And thereafter the mothers, as mothers 
are made, is prepared to “go down to hell,” as a mother of 
three has said to me. This self-admitted incompetence of the 
accoucheur—as incompetence only it can be called—is respon- 
sible for a large proportion of the needless suffering of women 
in childbirth. Again, many of our women are confined in 
voluntary and municipal hospitals. How many of these have 
an anaesthetist on the resident or consultant staff to direct and 
control this admittedly important aspect of a hospital’s work? 
For the most part it would appear that the analgesia and 
anaesthesia in these institutions may be left to the inexperience 
of a junior resident, or, in the case of the more serious emer- 
gency, to the good nature of a skilled outsider who hesitates to 
refuse an urgent call. This in 1945, a century after Simpson 
established a place for anaesthesia in labour for all time ! 

To scatter numerous pieces of even properly functioning 
apparatus throughout the labour units of our hospitals is no 
answer to the problem ; there is no universal analgesic which 
will meet every case. Each patient must be considered with 
regard to her psychological make-up, parity, type of labour to 
be expected in relation to the obstetrical findings and the 
surroundings in which she is being confined ; only then can the 
most suitable method of sedation be decided upon. For this to 
be universally available the present-day number of skilled 
personnel will require to be considerably augmented, and the 
best results obtainable can only be achieved by the closest 
co-operation between enlightened obstetricians and experienced 
anaesthetists working together, each appreciating the why and 
wherefore of. the other’s aims and difficulties. In. short, the 
obstetrician must possess a certain minimal knowledge of 
pharmacology, and the anaesthetist something more than a 
smattering of the art of obstetrics.—I am, etc., 

Belfast. FLORENCE M. MCCLELLAND. 


Sir,—I am in complete agreement with all that is said by 
Dr. John Elam in his letter on women in labour (April 7, 
p. 495). I speak as a doctor and a mother, and can only say 
that it is my most sincere hope that when my baby is older I 
shall be able to obtain a resident obstetric post and do all in 
my power to alleviate the sufferings of the women in labour. 





rE 

One of the difficulties seems to be that the majority 
people who attend women in labour—students, nurses « 
women doctors—have no personal experience of labour - a 
and seem to imagine the women are “ making a fuss,” 
is no need to be sentimental, but there is to be humane. | 
obstetricians tend to see their patients early in the first 
and, if things are going well, reappear only when it is q 
time to deliver the head. There are many hours of pai 
between, and the nurse in charge has often neither the knowledge 
nor the desire to mitigate the suffering. 

We are always hearing about the falling birth rate- let 
therefore see that everything possible is done to help those va 
are willing and eager to have children if only they could feel 
certain that when their time came they would receive efficient 
analgesia. We do not expect labour to be without Suffering, 
but much can be done to help.—I am, etc., 


“ MOTHER AND Doctor.” 


Treatment of Vaginal Discharge 


Sir,—Mr. Oswald Lloyd (April 14, p. 509) does well to stress 
the eternal vigilance and persistent patience necessary to treat 
pathological vaginal discharge. But what of the aetiology? Op 
close questioning there can be little doubt that the greatly 
increased incidence and recurrence of these mixed infections 
especially the trichomonas, are due to the regrettable use of 
occlusive rubber caps, and even tampons, which are commonly 
well smeared with lingual saliva before introduction by dirty 
fingers. 

Hitherto the treatment has been long and tedious, but bearing 
the above fact in mind, from the point of view of advice we 
have of recent years found a cheap, quick, and almost specific 
way of dealing with these fretful patients—namely, the insertion 
of a 2-drachm vaginal pessary made up with a glycogelatin 
base containing 30 gr. each of sulphathiazole and zinc 
peroxide. In the case of virgins and infants the size and dosage 
can be halved or quartered. If there is any idiosyncrasy to 
the sulpha drugs, 1 gr. of proflavine is substituted. These 
pessaries are inserted on six alternate nights and the patient 
is douched or douches the following mornings with a normal 
saline or a 0.5% solution of lactic acid. Where possible the 
vagina is blued out with a 2% of gentian violet three days 
before the simple treatment is begun. In the case of adolescents 
(not menopausal patients) we do not now prescribe stilboestrol, 
as we have found the disturbance in the menstrual rhythm 
to cause anxiety and draw unhealthy attention to the pelvis, but 
if cases are refractory or tiresome we have prescribed 
menformon vaginal pessaries on the six alternate nights or for 
ten days after cessation of all treatment. In a follow-up ofa 
very large number of hospital and private patients continuance 
or recurrence of the discharge has been exceedingly rare, and 
should either occur we have found that the patients at once 
reacted to a few days’ repetition of the treatment.—I am, ete. 


London, W.1. V. B. GREEN-ARMYTAGE. 


Repair of the Oblique Hernia 


Sir,—Mr. F. R. Brown, by his recent letter (April 14, p. 532), 
has stimulated me to comment upon three of his remarks. Two 
concern extracts quoted by him from an article by myself in 
the British Journal of Surgery (1945, 32, 381). 

In regard to post-operative pain in the thigh following removal 
of strips of fascia lata, whether by fasciotome or open operation, 
it is correct that 25% of my series of 128 Gallie repairs expeti- 
enced this complication. In assessing the pain significance for 
morbidity statistics I included every single patient who com- 
plained of pain in the affected thigh, though frequently it passed 
away within a few days. In only a few did it persist for longer 
than a month or six weeks, and there the subjects were either 
members of the Services and not anxious to return to duly 
or civilians anticipating compensation. In none was the pai 
so severe that the patient desired any active treatment, such & 
operation for repair of muscle hernia. 

The risk of penetrating the femoral vein with a Gallie needle 
may not be great, but the accident has occurred, and did so@ 
the experience of a colleague. It has also been mentioned 


several times in the literature, and is, in fact, a recognized 


Such 


danger associated with the use of a Gallie needle. 
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hoa 
accidents do happen in the best-regulated circles, and need not 
be a reflection upon the general competence of the surgeon 
concerned. Doubtless Mr. Brown has also had his surgical 
mishaps. if he has not he can hardly have done very much 
surgery, and so I feel that his last phrase is possibly a little 
severe on those who have been less fortunate than himself in 
this respect. ‘I might mention in passing that the case “ which 
came to my notice” where penetration of the femoral vein 
ended in death did not occur in my own personal practice. 

I noticed that Mr. Brown referred as “my method” to the 
principle of using strips of material cut from the sac as a 
substitute for fascia in repair of large scrotal herniae, umb.lical 
and ventral. It may be the method he generally uses, but the 
principle is old, and has been mentioned in papers in American 
journals on several occasions. I have one reference to hand 
at the moment published in 1925: Babcock, Surg. Gynec. 
Obstet., 1925, 40, 853. I think I have also seen the method 
described as far back as 1912, but I cannot give the exact 
reference as I had no need to note it for my own purposes. 
Possibly some reader may be able to give the earliest report. 

| have no personal experience of the operation described by 
Mr. Brown and Mr. James Riley (March 17, p. 386), but it 
would appear to offer several advantages over fascia lata strips. 
It would be interesting to have the recurrence figures for several 
series of cases.—I am, etc., 


Aberdeen. GEORGE B. Mair. 


Imbalance of Vitamin B Factors 


Sirn,—Miss Marion Richards’s experimental work on rats 
(March 31, p. 433) shows that excess of one factor of the B 
vitamin group (aneurin) may easily precipitate a masked 
deficiency of another (pyridoxine), thus demonstrating the inter- 
dependence of the single factors, It is important to realize that 
latent deficiencies may be made manifest by doses of vitamin 
B, far less than those Miss Richards refers to both in animal 
experiments and from the literature of clinical cases (e.g., 
220,000 i.u. in 3 weeks). This point is illustrated by the follow- 
ing recent case. 

A woman of 54 was seen in consultation at a country hospital. 
She had a large haematemesis some 2 months previously and 
was kept on a strict ulcer diet mainly consisting of milky 
foods and glucose water. During the last 2 to 3 weeks she had 
become jaundiced. On examination: cachexia, smooth-edged 
enlarged liver reaching the umbilicus, palpable spleen, distended 
abdomen with considerable ascites, oedema. The tongue was 
magenta red, smooth, shiny, and atrophied ; the mucous mem- 
brane of the entire oral cavity was inflamed and showed 
extensive petechial bleeding. A diagnosis of liver cirrhosis was 
suggested, and a protein plus carbohydrate-rich diet was advised 
and in addition daily intravenous injections of 5 mg. aneurin, 
10 mg. riboflavin, 100 mg. nicotinic acid and ascorbic acid, 
and 10 mg. vitamin K. Two days later the anorexia, dysphagia, 
and general condition were considerably improved, but the 
patient had developed a very painful angular stomatitis with 
deep cracks. It was then found that ampoules of riboflavin 
and nicotinic acid had not been available locally and therefore 
had not been given. The precipitation of a previously latent 
riboflavin deficiency caused by the sudden administration of 
vitamin B, was suggested, and the angular stomatitis disappeared 
completely within a few days as soon as riboflavin and nicotinic 
acid were procured and given to the patient.—I am, etc., 


London, W.1. Z. A. LEITNER. 


The Prisoner-of-War Mentality 


Sir,—I wrote to you about a year ago from India, where I 
was serving, on the question of the future of our men in enemy 
hands (April 22, 1944, p. 568). I have not been in a position 
to follow all of the correspondence, but I notice that not once 
have I been correctly quoted. 

I confess to being surprised at the assumption of most of 
the writers that the problem would be altogether a “ psycho- 
logical ” one. The word was never used by me. I wrote of 
conditions as experienced by the men, and not the officers. The 
camp at Lamsdorf in the last war, where I was a prisoner with 
other soldiers, has been recently in the news. Those of us 
who survived are well aware of what being a prisoner in 
German hands means. Has he changed for the better? Recent 


newspaper reports and broadcasts have described the conditions 
of some of our men. There are still many in Japanese hands. 
Acrimonious correspondence can serve no good purpose, and 
my plea was for recognition of what these men have suffered, 
for care by men skilled in the treatment of malnutrition, 
amoebic dysentery, and similar disease ; the recognition of dis- 
ability, and, for them, a measure of financial security. 
Starvation and disease are not all the story. There is some- 
thing else, but I am not interested in the term “ neurosis” as ° 
applied to it. Again—I never used it. Whatever it is, some 
of us think we know how long the effect of prisoner-of-war 
experience lasts. I would point out that having served in the 
ranks of a line regiment in the last war and as an officer in 
the R.A.M.C. in this, I am well aware of the courage and spirit 
of our men.—I am, etc., 
Edinburgh. JOHN HARKNESS. 


Problems of Industrial Ophthalmology 


Sir,—The Institute of Ophthalmology proposes to devote a 
considerable proportion of its funds to industrial ophthalmology. 
In view of the absence of any co-ordinated work in this field 
it is felt that a national survey of workers and of work already 
accomplished is a necessary preliminary to the undertaking of 
research on any specific aspect of this very extensive subject. 
The Institute therefore asks all who have routine experience in 
any branch of industrial ophthalmology, or who have undér- 
taken original work bearing upon it, to communicate with the 
Institute stating briefly their experience and defining the aspect 
of the work with which they are most familiar—medical 
supervision, safety, lighting, industrial psychology, etc. It is the 
Institute’s policy to promote the investigation of industrial 
ophthalmic problems in the districts in which they arise. It is 
hoped that those replying to this request will be willing to 
co-operate in their own areas and in their special fields of 
interest and experience as the national scheme develops. 

This invitation is extended not only to individual workers 
but also to research and other organizations concerned. The 
funds will be distributed on the recommendation of the Scientific 
Executive Committee in the form of grants for approved. work. 
The committee proposes, initially, to support, co-ordinate, and 
publish work undertaken throughout the country.—I am, etc., 


P. T: ETHERTON, Colonel, 


Royal Eye Hospital, Secretary, Institute of Ophthalmology. 


St. George’s Circus, S.E.1. 


Shall We Nationalize Medicine? 


Sir,—Some socio-psychological aspects of the much-debated 
question of the nationalization of medical practice may help to 
clear the air and define the conflicting outlooks. In general, 
all men are taken up a good deal with the consideration of 
achieving a greater freedom. Apart from the factual limits to 
freedom, men are apt to overlook the point that they them- 
selves limit their own freedom in the comparative compulsion 
and insatiability of their own strongly developed character 
drives. 

In a previous generation personal success was made a some- 
what exaggerated god, and men were led to believe that if they 
worked hard enough and long enough “off théir own bats” 
they could achieve any success. This entailed gaining a freedom 
of a sort, a rather lonely and shaky freedom, relying for its 
strength on power, riches, or intellectual attainments, but one 
which, in the ideals of medical service, a general practitioner 
could readily strive for, and, in the liking and confidence of his 
practice, fairly securely gain. To the degree that he was a 
good judge of human nature and a sound amateur psycho- 
therapist, as well as having a sufficient knowledge of the 
mechanics of pathology and pharmacology, he achieved his end, 
but towards that end tended to become an ardent and perhaps 
over-developed individualist. 

A different kind of freedom can be gained by a limiting of 
individual judgment and responsibility, in acting faithfully and 
fully in following out prescribed rules and regulations which in 
a broad estimate are pro bono publico. In this direction a 
man’s character tends to harden and over-develop towards a 
blind and explicit conforming to regulations—“ rules for rules” 
sake ’—his end being the safety and security of (presumably) 
beneficient mass action and mass-strength. Up to the intro- 
duction of National Health Insurance doctors and civil servants 
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lived and strove in worlds apart, but, in common with all 
divisions of society, have since become more and more in and 
of each other’s sphere, and afraid of and intolerant of what 
can be each other’s destructive (rather than constructive) 
peculiarities. As medical practice has been, is, and must con- 
tinue to be, a predominantly psychotherapeutic relationship 
between doctor and patient, in which much medicine and 
attention are given or withheld on empiric grounds, an under- 
standing recognition and division of what is the especial function 
of therapist and regulationist will have to be defined, and each 
side granted what can be the best activity in the total relation- 
ship to the community. 

All psychotherapy, amateur or other, depends on the 
confidence or rapport between the parties concerned. This 
depends on at least a degree of liking and approval between 
them. This is fundamentally a matter of feeling, of emotion 


at its sincerest and truest, of warm- and open-heartedness. A. 


doctor who does not like his patient to some extent, and vice 
versa, will do him little good, except in a purely mechanical 
way, this comprising, at a guess from ten years of general prac- 
tice, two-fifths of the process of “curing” the patient. In the, 
what one might term, over-developed civil-servant view there 
is no place for feeling, and conduct is entirely right or wrong, 
just or unjust, what is legally due or not due, as in a court of 
law: _Thus the over-developed (and such over-development is 
often largely unconscious to the personality of which it is a 
part) individualist and “ruler for rules’ sake” are bound to 
clash and to be inordinately afraid of surrendering their own 
particular concept of liberty to the possibly over-insistent 
demands of the other for his “ rights.” 

It would seem that whatever stand a doctor might wish to 
take inside or outside a national service, a compromise of 
attitude must be granted by each side of the equation to the 
other’s status and especial utility within the framework of 
the general advancement of health—a word really meaning 
““wholth,” a wholeness of mind and body, and thus a 
potentiality for expansion of happiness (a matter and aim 
practically unknown nowadays) and for a growth to a mutually 
enlarging service.—I am, etc., 

Morpeth. L. F. DONNAN. 


Sir,—In his letter concerning a 100% service, I presume that 
Dr. Thornton (April 14, p. 533) is really advocating a 90% 
national service and a 10% exclusively private service. He 
suggests that each should be on its mettle and vie in friendly 
rivalry with the other. This would be ideal. The only rough 
test as to the success of such rivalry would be whether one 
gained in popularity at the expense of the other. But if those 
patients in the 10% group were precluded, except by the 
unlikely method of a voluntary reduction of income below 
an arbitrarily fixed level, from moving into the 90% group, 
while all those who wished, subject to personal economic 
restraints, were free to move from the 90% into the 10% group, 
there could be fo fair test. The only fair condition for such a 
test would be to make the national service available to everyone, 
and to safeguard the freedom to use or not to use it for 
everyone. 

Two other advantages would accrue. Those doctors—and 
they are among our best—who now attend almost: exclusively 
the 10% would have, in so far as they are potentially affected, 
a greater incentive to make certain that the service should be 
the best possible in its administrative structure and in its 
medical and financial standards. Those patients among the 
10%, proportionately the most influential, who sought to make 
use of the service would have an added incentive to insist 
that the service should be the best possible, particularly in 
regard to its amenities. 

I am all for friendly rivalry and essential freedom, but they 
must be fair.—I am, etc., 

London, N.2. G. W. M. Mackay. 


Sir,—Dr. H. Dakin (April 14, p. 535) voices what I believe to 
be the real opinion of the majority of the profession. “Free 
choice of doctor,” yes, within regular hours. If a patient needs 
a doctor in the night he needs a doctor, and a doctor we should 
see that he gets ; but whether that doctor is to have the patient’s 
favourite shade of hair, eyes, etc., is another matter. Now is 
our chance to make the future conditions of the general prac- 
titioner reasonable. We must no longer unnecessarily be on 






ee 
duty for 24 hours every day. If we are to be servants of th Comn 
State, whether on the lines of a 100% panel system or o sal ‘week | 
wise, we must insist on a rota of duty, even though a modif : 
one—e.g., one doctor in seven available for evening and niche! ieiior 
visits once a weck. ‘ pei 

The representatives of the medical profession must not lead Bio 
us into a complete slavery based upon an ideal of Personal vite 
service, which originated as a result of the unavoidable indi. signifi 























vidualism of an earlier age. I am nota Socialist.—Y ours, Fro! 
London, S.W.2. M. C. Breese. § manuf 
Sir,—Dr. H. Dakin (April 14, p. 535) endeavours to set out: , 
the advantages to the medical profession of a national i eg 
it being his cynical conclusion that if only the profession could they h 
be made to believe that it was “on to a good thing” such a 
service would be immediately acclaimed by all. What is this igh 
Utopia that He contemplates? A 9 a.m. to 6 p.m. work oe yn 
day with a rota for emergencies over the rest of the 24 hours: sd a 
freedom from the tyranny of telephone and door-bell in the ivé 
home ; relief from monetary worries when setting up in Practice, Z 
during illness, and on retirement. ‘ Pee 
Let us examine this question of a set-hour working day from ye : 
the doctor’s point of view. (The disadvantages to the patient oval 
are only too obvious, and, indeed, are tacitly admitted by Dr. : seid 
Dakin, though, strangely, he fails to express them as such.) oe 
The practice of medicine is an art as well as a science, and for ioe 
its best performance demands some of the freedom that is } this co 
accorded to the artist. Most of us prefer to arrange our day § could | 
so as to do things in our own time and our own way, not work- @ many 
ing within prescribed hours. Happily few doctors have the § among 
“9 a.m. to 6 p.m. and then down tools and leave it to the next § Withou 
shift” mentality. The introduction of a national service is not @ “@" ° 
the only remedy for the tyranny of telephone and door-bell and sr agh 
would merely substitute the tyranny of red tape and “ forms”; § pospit: 
the tyranny of “control”; the tyranny of being a cog in a § prices, 
Civil Service machine. Deaf e 
As for Dr. Dakin’s third point, with remuneration comparable § of Pen 
to that of the present-day public health services, the doctor § Happil 
would in truth be in a sorry-case if out of his pittance he had enee 
to provide for buying his practice, for possible illness, and for Luk 
his pension. In any event under the present system it is not § togethe 
difficult to borrow capital for the purpose of buying a practice, # as an 
and it is possible for the provident both to save and also to® efficien: 
insure against the results of illness and old age—and this with- 
out that sacrifice of personal freedom and liberty which mean 
so much to those who look on the practice of medicine as some- 
thing more than just a means of gaining a livelihood.—I am, etc, 
London, N.W.3. : HELEN Bower ALCOCK, q SiR,- 
ropic 
Hearing Aids overlo 
Sir,—Considerable interest has been aroused as a result of the ee * 
press reports of the recent discussion in the House of Lords an A 
concerning cheaper hearing aids, and I should like to be allowed } ° hove 
to record the following facts. ie where 
Four committees exist: (1) The National Institute for the ae 
Deaf Medical Committee (protection of the deaf public against otal 
inefficient aids and unethical suppliers). (2) Medical Research pinion 
Council Electro-acoustic Research Committee (fundamental of the 
research into electro-acoustic problems). (3) British Standards to bioc 
Institution Committee (calibration and standardization of a inde 
audiometers). This is quiescent at the moment. (4) The Hear for the 
ing Aid Manufacturers Association Technical Committee, which Found 
is in three sections: (a) utility aid and general standardization; aia | 
(b) audiometers and hearing tests ; (c) technical education for the ind o 
staff. . 
As president of the Hearing Aid Manufacturers Association oom fi 
I am privileged to attend meetings of the National Institute for Balak 
the Deaf Medical Committee. The secretary of the Nation 
Institute for the Deaf attends most meetings of the Heating 5 
Aid Manufacturers Association. The latter is now represented pa 
on the British Standards Institution Committee. There is as yt # 
no official contact between the Medical Research Coundl en | 
Acoustic Committee and the Hearing Aid Manufactures ms é: 
Association Technical Committee. The former committee sia ve 
however, fully informed of the work of the latter and clos! mak di 
co-operation may result. OE vedi ; 
Any hearing-aid manufacturer whose instruments meet Will te d an 


the approval of the National Institute for the Deaf Medi 
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mmittee, and who agrees to give home trials of at least one 


A week before-selling an instrument, to avoid door-to-door tout- 


and other undignified practices, is put on the list of the 
National Institute for the Deaf. It is a great pity that the 
eral press has not given more publicity to the work of the 
National Institute for the Deaf, for many deaf persons are 


quite unaware of the existence of the approved list and its 
significance. be ; : 
From 1934 to the outbreak of war the British hearing aid 


manufacturers, with the help of British valve makers, led the 
world in the design and production of pocket-valve amplifiers. 
British valve aids were exported to most foreign countries, and 
they were smaller and, more efficient than anything available 
elsewhere. Since the war members of our association have 
had a tremendous struggle to keep their instruments in opera- 
tion and to supply the users with adequate battery and other 
replacements. Encouraged by the National Institute for the: 
Deaf we produced the specification of a “ pooled ” utility three- 
valve pocket aid, which we were hoping to manufacture during 
the war to sell at a price around £10. We have been unable 
to the present time, however, to obtain supplies of valves, 
components, and batteries over and above our existing very 
small allocation to make the manufacture of these utility aids 
possible. 

As a result of the returns made to the Board of Trade it can be 
stated that the number of valve amplifier hearing aids in use in 
this country is under 50,000. The total figure af deaf people who 
could be helped by valve aids is undoubtedly higher, but it includes 
many who obstinately refuse to wear an aid. It is certain that 
among the potential users there are very few indeed who remain 
without an instrument because they cannot afford it. Before the 
war our members supplied robust and reliable valve aids at list 
prices from eight guineas, which operated on standard batteries 
with a maintenance cost amounting to only about sixpence per week. 
Hospital clinics help patients to obtain aids at substantially reduced 
prices, and many approved societies give grants towards purchase. 
Deaf ex-Service men are given aids free of charge by the Ministry 
of Pensions, with whom a number of our members have contracts. 
Happily this business is negligible: the number of men recom- 
mended for hearing aids last year was given officially as 60. 

In view of the 100% purchase tax on leather containers for these 
instruments, the increased cost of labour, and the limited demand, 
together with the need for a fair margin for the distributor as well 
as an allowance for hospital discounts, it is doubtful whether an 
efficient instrument can be made available at a low price.—I am, etc., 


O. C. LEADBITTER, 
President, Hearing Aid Manufacturers Association. 


Carotinaemia in the Tropics 

Sir,—Dr. E. Cochrane, whose note on carotinaemia in the 
Tropics appeared in the Journal of April 7 (p. 483), has possibly 
overlooked the part played in West African diets by red-palm 
oil. Most Europeans in W. Africa eat either “ palm-oil chop ” 
or “ ground-nut chop ” every Sunday, and possibly some do not 
cast-out the excess carotene of the palm-oil so readily as others. 

Several years ago, while working in a part of the Gold Coast 
where palatable and nourishing food was scarce, I fell back 
upon palm-oil soup almost every day. After a few weeks I 
noticed that although I felt well and vigorous my skin was 
orange-coloured, especially on the palms and soles ; the whites 
of the eyes were unaffected. Red-palm oil was already known 
to biochemists as probably the richest source of carotene, and it 
at once occurred to me that the palm-oil carotene was responsible 
for the phenomenon. I therefore abstained from palm-oil and 
found that 2 to 3 weeks’ abstinence restored a normal-coloured 
skin. On resuming the palm-oil diet the yellow colour returned 
and was again banished by abstinence. I derived some amuse- 


“ment from repeating this several times.—I am, etc., 


Edinburgh M. J. Fievp, B.Sc., Px.D. 
Treatment of Pediculosis Capitis 

Sir,—Dr. Elizabeth Scobbie’s article on the treatment of 
pediculosis capitis (March 24, p. 409) was of great interest. 1 
have been trying D.D.T. also and have a small series of cases, 
with results in agreement with Dr. Scobbie’s. D.D.T. powder 
was first tried in 5 patients with pediculosis capitis. It was 
found that the powder did not stay on the hair and the method 
was discarded as unsatisfactory. Similarly in 7 patients with 
pediculosis corporis dusting the powder on the underclothing 
had not killed the lice by the following day. The powder was 


then rubbed into the hairy parts. This was repeated in 2 to 3 
days following a bath, and all patients were finally passed as 
cured after 3 weeks’ observation. A 4% solution of D.D.T. 
powder in liquid paraffin was applied to the scalp with a stiff 
brush in 12 patients with head lice. Next day no living lice were 
found. The hair was washed and tooth-combed. Observations 
for 3 weeks showed all cases were cured. Benzyl benzoate 
emulsion with similar technique has given as good results in a 
large number of cases, but I have no doubt that if the tooth- 


‘combing cannot be relied upon to be carefully done then the 


D.D.T. solution, in view of its remaining layer on the scalp, is by 
far preferable. Whether ascabiol is an “ easy method of freeing 
the scalp from nits” or not, my nurses are unanimous in stating 
that combing after benzyl benzoate emulsion takes much less 
time to remove all the nits than after D.D.T. in liquid paraffin — 
I am, etc., 


Nottingham. A. D. FRAZER. 


Organization of Research 

Sir,—“ Filching of intellectual work” and deliberate with- 
holding of new ideas is put forward by Dr. G. Arbour Stephens 
(April 14, p. 535) as a bar to central organization of research. 
In psychiatry new ideas have always been and still are prolific: 
but although neurology has contributed so much to physiology 
that our knowledge of the working of the central nervous system 
is almost complete, little of physiological importance has 
emerged from psychiatry. The neglect of a proper physiological 
basis for psychiatrical research is in itself an indication of the 
great need for central organization. 

Medical research should be ennobled as a profession. The 
reward for such research should be in doing it and not in the 
expectancy of later honours or rewards. The type of sporadic 
research solely for personal advancement or monetary benefit 
from patents will, I hope, disappear. As in the past, private 
research will always be attractive and occasionally useful to 
the community, but in future any real advances in the prevention 
and cure of disease (including mental disease) are only to be 
expected from the pooling of ideas and resources ; the constitu- 
tion of active and interested committees ; the criticisms of every- 
one qualified to criticize; the help freely given by those 
possessing special knowledge and experience; and above all 
the patient investigation by competent workers of pertinent 
(though not necessarily minutely specified) problems urgently 
awaiting solution. 

Should results be attained almost simultaneously by other 
workers, it should be a matter for rejoicing rather than dismay, 
so long as there are committees sharing the responsibility for 
the work and the expenditure of public money.—I am, etc., 

Birmingham. F. A. PicKwortH. 











Universities and Colleges 





UNIVERSITY. PARLIAMENTARY ELECTIONS 
The Registration Officer of the University of Oxford has sent the 
following communication from the University Registry: 


Voting for University constituencies at Parliamentary elections is conducted 
by post, and voting papers are sent by each University Electoral Registration 
Officer to the last recorded address of every elector, unless such address has 
previously proved insufficient. In view of the impending general election I am 
writing on behalf of all University Registration Officers to urge every voter for 
a University constituency who has changed his address since registering as an 
elector and who has not notified the Electoral Registration Officer of his Uni- 
versity of such change,-to do so as soon as possible. Any elector who has 
reason to believe that his (or her) name or designation is not correctly recorded 
in the Register should also communicate with the Electoral Registration Officer 
of his University. There is little doubt that many electors have changed their 
addresses within recent years without notifying their University Registration 
Officers, and a wide response to this appeal would not only save many last- 
minute applications for voting papers but would help to ensure that those who 
have a right to receive voting papers receive them in time to record their votes. 


UNIVERSITY OF GLASGOW 
At a graduation ceremony on April 14 the following higher medical 
degrees were conferred : 


M.D.—J. H. Stirrat (with commendation), A. A. Gilmour. 
Bellahouston Medals for eminent merit in theses for the degree of M.D. were 
awarded to A. W. Kay and J. H. Lawson. 


ROYAL COLLEGE OF: SURGEONS OF ENGLAND 
A meeting of Fellows will be held at the College on Tuesday, May 1, 
at 3 p.m. A report on College affairs will be made and there will 
be a discussion on the present state of negotiations on the Govern- 
ment White Paper on “ A National Health Service.” 
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Sirk HUBERT BOND, K.B.E., M.D., F.R.C.P. 


A long and distinguished career in the service of psychiatry 
closes with the death on April 18 of Sir Hubert Bond, who 
became a Commissioner of the Board of Control in 1914, and 
in 1930. was made a Senior Commissioner, retiring from that 
post on March 31, 1945. ; 

Charles Hubert Bond was the elder son of the Rev. Alfred 
Bond, of Powick, Worcestershire, and brother of Surg. Vice- 
Admiral Sir Reginald Bond, who was Medical Director- 
General of the Navy and Honorary Physician to the King. He 
was born at Ogbourne St. George in Wiltshire in 1870, and 
educated privately and at Edin- 
burgh University (where he was 
Mackenzie Bursar in 1889-91) 
and King’s College, London. 
He qualified in medicine in 
1892, taking the B.Sc. in public 
health in the following year, 
the M.D. of Edinburgh in 1895, 
and the D.Sc. in 1898. Choos- 
ing to specialize in mental dis- 
eases, a subject in which he was 
Gaskell gold medallist in 1897, 
he worked in turn on the medi- 
cal staffs of Morningside (Edin- 
burgh), Wakefield, and Banstead 
Mental Hospitals. In 1898 he 
was appointed deputy superin- 
tendent of Bexley Mental Hos- 
pital (London County Council), 
in 1903 first medical superin- 
tendent of the Ewell Colony 
for Epileptics, and in 1907 first 
medical superintendent of the London County Mental Hospital, 
Long Grove, where he remained until 1912. In that year he 
was made Commissioner in Lunacy, and in 1914 he became one 
of the Commissioners of the Board of Control which was set 
up under the new Act. In 1930 he was appointed one of the 
four Senior Commissioners who, with the chairman, constitute 
the Board. 

With his commissionership Bond combined a great deal of 
lecturing, inspection of examinations, and administrative work. 
In 1925 he became consultant in neurology and mental dis- 
eases to the Royal Navy. He was lecturer in psychiatry at 
Middlesex. Hospital, and in mental disorders at Maudsley Hos- 
pital. In 1931 he delivered the Maudsley Lecture to the Royal 
Medico-Psychological Association, and he was William With- 
ering Lecturer .of the University of Birmingham in the same 
year. He also examined in neurology and psychological medi- 
cine for the English Conjoint Board and later for the Uni- 
versities of London and Leeds. The number of-committees 
on which he served dealing with psychological medicine was 
very large. He was chairman of the Departmental Committee 
on Nursing in County and Borough Mental Hospitals, which 
reported in 1924, and a member of the “Shell Shock ” Com- 
mittee set up by the War Office in 1920-2. In 1934 he was 
appointed a member of a committee to advise and assist the 
Medical Research Council in the promotion of research into 
mental disorders. In many capacities he rendered great ser- 
vice to the Government, official bodies, academies, and medical 
societies. He was a man of alert and progressive mind, as 
energetic in decision as he was eager in speech, and he willingly 
gave of his large and varied experience in the discussions which 
accompanied and followed the Royal Commission on Lunacy 
and its sequel in the Mental Treatment Act of 1930. 

Hubert Bond’s name came prominently before the public 
in 1925 when, in an action brought against him by a patient, 
Mr. Harnett, he was mulcted in £5,000 damages. It was alleged 
that as a Lunacy Commissioner he had improperly detained a 
patient, and, with another medical man, had committed a tort 
by returning the patient to a licensed home for the reception 
of the insane and keeping him there and at other mental insti- 
tutions for six years. The Court of Appeal, however, reversed 
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the decision of the court below. The case was taken te 
House of Lords, where five Law Lords, with the Lord Chancel. 
lor presiding, unanimously upheld the decision of the Court of 
Appeal. The case arose at a time when there was a good deaf 
of “public feeling over alleged improper detentions in men 
hospitals, and Hubert Bond, as representing, so to speak, cep. 
tral officialdom and the “tyranny ” of medicine—for the chair- 
man of the Board of Control was a layman—came in for 
very unjust abuse. Those who knew him never doubted his 
integrity and his extreme conscientiousness, especially in matters 
involving the liberty of these unfortunate subjects. 

In the Royal Medico-Psychological Association Sir Hubert 
Bond was a prominent figure for many years. It rarely hap 
pened that its quarterly meetings passed by without some cop. 
tribution from him. From 1906 to 1912 he was its honorg 
general secretary, and in 1921-2 its president. In 1928 the 
Association made him an honorary member. In 1922-3 fe 
was president of the Section of Psychiatry of the Royal Society 
of Medicine, and in 1927 he was made an associate member 
of the Société Médico-Psychologique of Paris. He was vice. 
president of the Section of Mental Diseases at the Annua 
Meeting of the British Medical Association in 1927, and again 
at the Centenary Meeting of 1932. He was probably so muc 
concerned in administration that he found no time to write g 
book, but he contributed papers to a number of journals op 
such subjects as mental hospital construction and management 
and the hospital treatment of the insane, and he paid eloquent 
tributes when former colleagues died. A noteworthy paper 
was given by him at the first Public Health Conference in Lon- 
don in 1928 on local organization for the prevention and treat- 
ment of mental diseases. He was made C.B.E. in 1920 and 
knighted in 1929. 





F. F. MUECKE, C.B.E., F.R.CS. 


We regret to announce that Mr. Francis Frederick Muecke died 
on April 13 in the London Hospital, where he had been for 
many years surgeon to the ear, nose, and throat department, 
He was born in Queensland in 1879, son of the Hon. H.C. E, 
Muecke, of Adelaide, went to school at Prince Alfred College, 
and thereafter studied medicine at Adelaide University, where 
he won the Davies-Thomas Scholarship and graduated MB, 
B.Ch. with first-class honours in 1902. An all-round athlete, he 
represented his university at cricket, lawn tennis, and lacrosse, 
and rowed in the boat. After serving as house-surgeon and 
house-physician at the Adelaide Hospital he came to this 
country and entered the London Hospital. He obtained the 
F.R.C.S. in 1909 and became assistant surgeon to the Central 
London Throat Hospital, aural surgeon to the Maida Vale 
Hospital for Nervous Diseases, and senior clinical assistant at 
the Golden Square Throat Hospital ; he was elected to the staff 
of the London Hospital in 1909. On the outbreak of war in 
1914 he joined the Army as lieutenant, R.A.M.C., was present 
at the Suvla landing, and took part in battles on the Somme and 
the Ancre, at Arras and Passchendaele. Before the end of the 
war he was transferred to the R.A.F. as lieut.-colonel, and he 
received the C.B.E. in 1919. Returning to his practice in eat, 
nose, and throat work Muecke published a number of papers 
in medical journals and was appointed consulting specialist t 
the L.C.C. He joined the B.M.A. in 1906, and held office a 
honorary secretary of the Section of Laryngology at th 
Glasgow Meeting in 1922, vice-president of the Section of 
Laryngology and Otology at the Winnipeg Meeting in 1930, and 
president of the Section of Oto-rhino-laryngology at th 
Melbourne Meeting in 1935. On his retirement from acti 
work the London Hospital made him consulting surgeon to his 

























department, and he went to live at Charlwood in Surrey. 





Mr. H. S. SouTtTar writes: 


Francis Muecke will long be remembered both for his great pe 
sonality and for his distinction as a surgeon. He came to 
from Australia in 1903, and joining the London Hospital took the 
F.R.C.S. from there and was elected to the staff in 1909. He thr 


department and rapidly achieved a reputation both for his wor 
and for his teaching. In 1905 he had married Ada Crossley, & 
great Australian singer, and he acted as her manager in one of | 
Australian tours. In the last war he was one of the first to )m 
the Army in 1914. In the surgery of the ear, nose, and throat 
achieved distinction, and at the Melbourne Meeting of the B. 
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ident of the section. He gained a large private practice, 

ee coors singers, but he will be best remembered for his 
great social gifts, for his warm-hearted friendship, and for his 
rous personality. He was an ardent Freemason and rose to 

t distinction in the craft, devoting unstinted time and energy to 

its interests. He was a good fellow and he will be sadly missed. , 


Prof. Major Greenwood writes: The death, at the age of 87, of 
ELLEN, widow of Sir SHIRLEY Murpuy, recalls happy memories of 
a past now becoming distant. Among other admirable qualities, 
Shirley Murphy’s kindness to younger men was conspicuous, and 
Lady Murphy also had the gift of putting young people at their 
ease. Some of us still think with pleasure of drinking tea with the 
Murphys in Bentinck Terrace, of the kindly wisdom of our hosts, 
who gave good advice genially and could correct an ill-informed 
opinion without wounding youthful vanity. To Lady Murphy her 
husband’s death in 1923 was a shattering blow borne with quiet 
heroism. She had shared all his interests and assiduously performed 
services few literary assistants can undertake. She was a good 
linguist and seemed to know every book and pamphlet in his library. 
The void could not be filled, but by giving unobtrusive help to others 
first in the Library of the National Institute for Medical Research, 
later to the Red Cross—she was able to serve the cause in which 
her husband was a pioneer. Lady Murphy was a generous donor 
of books and statistical apparatus to the Library and Statistical 
Department of the London School of Hygiene and Tropical Medi- 
cine. When she left Bentinck Terrace she continued her patient 
work in the target area. A long life of quiet service to learning is 
over. 











Medical Notes in Parliament 








Amoebic Dysentery 


On April 10 Dr. MorGAN asked the Secretary of State for 
the Colonies whether his medical advisers had any statistics 
giving the incidence of cases of amoebic dysentery in the East 
African Colonies from below Egypt to the Cape; whether 
any modern research had been undertaken in the past decade 
on this problem, comparing native and European incidence ; 
whether any report or results of any research investigations 
had been published or had reached his Department; and 
whether treatment not only by ipecacuanha products but by 
the more recently discovered sulphonamide drugs had been 
fully tried out and with what comparative results. 

Col. STANLEY said that the latest figures available for the 
East and Central African territories were: 











: Number of Cases of 
Territory | Year Amoebic Dysentery 
Kenya ne | No figures available 
Uganda | teal 1943 . 754 
Tanganyika a 1943 1,010 
Zanzibar .. ie ty 1943 15° 
Northern Rhodesia - 1939 78 
Nyasaland 44 i | 1939 44 








Exploration of methods of treatment of amoebic dysentery 
was proceeding continuously, and he had no reason to believe 
that there had been any alarming increase in the incidence of 
this disease in these territories in recent years, or in the mor- 
tality from it. Experiments swith the sulphonamides had 
shown that they had no effect in amoebic dysentery. The 
main line of treatment was emetine bismuth iodine (an 
ipecacuanha derivative), combined with the use of oxyquino- 
line. Recent work had been done with diodoxyquin and had 
been described in the African journals, and had been and 
was going to be described in the Tropical Diseases Bulletin 
=the journal of the Bureau of Hygiene and Tropical Diseases. 
The full study of European and native incidence would require 
a large investigation staff which was not available at present. 


Supply of Nurses 


According to a reply made by Mr. WILLINK on April 12 the 
total number of additional nursing staff of all grades estimated 
to be required on Nov. 1, 1944, at civilian hospitals (other 
than maternity hospitals and mental hospitals) was 12,355. 
On the same date the number of student nurses in training 
in these hospitals was 38,343. He said the over-all shortage 


had not been reduced during the past year, the wastage having 











iBslightly exceeded the considerable intake. 







¢ Every practicable 
step was being and would be taken by Mr. Bevin, in consulta- 


jeBtion with him, to induce suitable women to undertake nursing 


and to redistribute the available nurses to the best advantage. 





The highest priority was also given to the filling of vacancies 
for domestic staff in hospitals. 


Smallpox in India 


On April 17 Mr. Amery informed Mr. Viant that smallpox 
deaths in British India in 1938 and 1939 totalled 38,844 and 
48,104 respectively. He had no complete figures for the sub- 
sequent years and was asking the Government of India whether 
they could supply them. He was also consulting them as to 
the extent of the statistical information available fo their 
Public Health Commissioner about smallpox in the Indian 
States. 


Antivaccination Literature 


On April: 17 Sir WiLtiAM Davison asked the Minister of 
Health whether he would introduce legislation to prevent the 
circulation of pamphlets implying that vaccination was likely 
to result in the death of newly born infants, especially in view 
of the pain caused to mothers of recently born children by 
pamphlets such as those in the form of a death certificate of a 
five-months-old baby, the misleading nature of their contents, 
and the shortage of paper. Miss HoRsBRUGH: No, Sir. Much 
as the Minister deplores the activities referred to, and the mis- 
chief and pain which they cause, he is not satisfied that they 
afford ground for interfering with the free expression of opinion 
in this matter. He thinks that parents are usually wise enough 
to be guided by the advice of their own doctors. 


Wheat Germ for Commercial Products 


On April 17 Mr. MABANE, replying to Sir E. Graham-Little, 
said that the medical products for which wheat-germ was now 
supplied were: Bemax, Froment, and C.V.B., and preparations 
made by Allen and Hanburys Ltd., Glaxo Laboratories Ltd., 
Bickiepegs Ltd., A. C. Whitehead, and J. and M. Glaskie. The 
amount of germ provided for these products was less than 1% 
of the total germ contained in the wheat which was milled 
in this country. The selection of these products was deter- 
mined by his Department, which obtained the necessary medi- 
cal advice by consultation with the Ministry of Health. 
Mr. Mabane also informed Sir Ernest that wheat germ sup- 
plied to firms preparing certain medical products was extracted 
from the wheat in the milling of flour for manufacturing pur- 
poses. This wheat might consist of home-grown or imported 
wheat. Manufacturing flour from which the germ had been 
extracted was, so far as possible, supplied for purposes where 
the processes involved would destroy the nutrients in germ. 


Local Government Boundaries 


The Local Government (Boundary Commission) Bill recently 
presented to Parliament provides for setting up machinery for 
a comprehensive review of local government areas in England 
and Wales, outside London. A Local Government Boundary © 
Commission consisting of a chairman, deputy chairman, and 
three other members is proposed. This is to be an executive 
body, with powers embracing the existing powers of county 
councils and of the Minister of Health in relation to county 
reviews. The creation and extension of county boroughs and, 
in proper cases, the reduction of status of a small county 
borough, and the union of county boroughs and of some of 
the smaller counties will be within the scope of the Commis- 
sion ; but the exercise of these latter powers will be subject to 
Parliamentary review. The Commission will function accord- 
ing to general principles and procedure laid down in regulations 
to be made by the Minister of Health and approved by 
Parliament. 

The decisions of the Commission are to be embodied in 
Orders, and when once an Order has become effective, no 
further action is to be taken concerning that area for ten years 
unless the Commission is satisfied that there are substantial 


changes in population or other exceptional circumstances. 


German Prison Camps: M.P.s’ Visit 


In the House of Commons on April 19, in reply to a ques- 
tion whether the Allies would retain the captured prison camp 
of Buchenwald intact as a memorial of German methods, 
Mr. CHURCHILL said that while no words could express the 
horror felt at the proofs of these frightful crimes he did not 
at ‘present wish to commit himself to any special policy such 
as that suggested. He had that morning received a message. 
from General Eisenhower saying that the new discoveries; 
particularly at Weimar, far surpassed anything previously ex- 
posed, and inviting Members of Parliament at once to his head- 
quarters in order that they might have first-hand proof of these 
atrocities. The matter was urgent as, of course, it was not 
possible to arrest the processes of decay in many cases. Eight 
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members of the House of Commons and two of the House of 
Lords would form a Parliamentary delegation and travel out 
at once to the Supreme Headquarters, where General Eisen- 
hower would make all the necessary arrangements for their 
inspection ef the scenes, whether in American or British sectors. 


Artificial Insemination of Women 


On April 19 Mr. Driperc asked the Minister of Health if he 
could make a statement on the experiments in artificial in- 
semination of women, and if any births had resulted or were 
expected shortly to result therefrom. Mr. WILLINK: So far as 
my information goes, this operation is being performed with 
donated semen on a small scale in this country in cases where 
at the joint request of the husband and wife the responsible 
medical practitioner has satisfied himself that it is desirable. 
I do not think that the subject as a whole is one which can 
be satisfactorily discussed within the limits of a Parliamentary 
question and answer, but I think it right to say that I am 
advised that it would be a breach of the law to register as 
legitimate a birth which occurred as a result of this operation 
when the husband is not in fact the father of the child. Later 
Mr. Willink added that he was inquiring into the whole matter. 


Examination of Contacts of Tuberculosis—Mr. PARKER, on 
April 12, suggested that the Minister of Health should make it 
compulsory for all persons living in a household where a death from 
tuberculosis had taken place to be medically examined.. Mr. WILLINK 
refused to do this. He said tuberculosis authorities were well aware 
of the importance of supervising the home contacts of tuberculous 
persons, although this work had been hampered by war conditions. 


Notes in Brief 


Major Lloyd George states that he is aware of the work for the 
prevention of silicosis being carried out in Canada and the United 
States of America. This is being considered by the Medical Research 
Council and his medical advisers. 


Sir John Boyd Orr, the newly elected member for the Scottish 
Universities, took his seat in the House of Commons on April 17. 
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Temp. Surg. Lieut. A. J. Whitaker, R.N.V.R., has been mentioned 
in. dispatches for good service while serving in H.M.S. Frobisher 
in the maintenance of the small craft during the invasion of 
Normandy. 

Capts. J. J. Y. Dawson and J. M. Hamilton, R.A.M.C., have been 
awarded the M.C. in recognition of gallant and distinguished 
services in Burma. 

Capt. C. A. G. Cook, R:A.M.C., has been awarded the George 
Medal in recognition of conspicuous gallantry in carrying out 
hazardous work in a very brave manner. 

The following appointments and awards have been announced 
in recognition of gallant and distinguished services in Italy: 

O.B.E. (Military Division) —Cols. (Temp.) J. C. Barnetson, P. F. 
Palmer, and G. A. Walmsley; Lieut.-Cols. (Temp.) F. V. Allen, 
H. A. Brittain, A. C. Cox, D. M. Lyon, H. O. MacC. Merewether, 
L. H. Murray, R. V. Phillipson, J. C. Reed, W. H. Valentine, and 
G. E. W. Wolstenholme; and Lieut.-Col. (Acting) N. G. G. Talbot, 
R.A.M.C. 

M.B.E. (Military Division)—Majors (Temp.) R: J. V. Battle, 
R. Cox, S. W. J. Harbutt, W. A. Heggie, M.C., R. A. King, C. S. 
Pope, H. B. Porteous, R. D. Rutherford, Barbara B. Stimson; and 
Capts. D. H. Jones, D. Macdonald, J. N. U. Russell, and M. G. 
Sutton, R.A.M.C.; Lieut. H. B. Sen, I.A.M.C. 

M.C.—Capts. J. T. A. Essex, J. K. Mackay, and D. C. Watson, 
R.A.M.C. 

The following appointments and award have been announced in 
recognition of gallant and distinguished services in North-West 
Europe: 

O.B.E. (Military Division) —Col. W. E. Hume; Lieut.-Cols. C. U. 
Letourneau, G. L. M. Smith, and E. E. Tieman, R.C.A.M.C. 

M.B.E. (Military Division).—Majors L. G. Alexander, M.C., G. C. 
McGarry, W. T. Mustard, and A. E. Thoms, R.C.A.M.C. 

M.C.—Capt. J+ H. Fraser, R.C.A.M.C. 

Repatriated —Capt. John Borrie, N.Z.M.C.; Capt. H. D. Fleming, 
R.A.M.C.; Capt. R. M. Solomon, R.A.M.C. 

Released from captivity—Capt. J. H. Mulligan, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 
Killed by enemy action in Burma.—F\. Lieut. Sydney Wetherell, 
R.A.F.V.R. 
Died.—Lieut.-Col. Hampton Atkinson Dougan, M.C., R.A.M.C. 
Reported prisoner of war—Capt. J. J. W. O’H. Tobin, R.A.M.C 
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-A meeting of the Medical Society for the Study of Venessmi cases | 
Diseases will be held at 11, Chandos Street, W., to-day (Saturday and tl 
April 28) at 2.30 p.m., when_Dr. A. H. Harkness will give ang In | 
address on ‘“ The Cutaneous Manifestations of Gonorrhoea,” were | 
A joint discussion by the Biochemical and the Nutrition So¢j fail of 
will be held at the London School of Hygiene, Keppel . 
London, W.C., to-day (Saturday, April 28), the subject being “The 
Vitamin B Complex.” The sessions will be from 11 a.m. to 1.15 p The 
and from 2.15 p.m. to 4.15 p.m. Speakers will include Drs, L.j-§ quarte 
Harris, E. Kodicek, J. H. Quastel, ‘F. A. Robinson, B. C, J, g § quarte 
Knight, B. S. Platt, R. A. Webb, and L. Wills. ' officia 
A meeting of the Society of Public Analysts and Other Analytica) make 
Chemists will be held at the Chemical Society’s Rooms, Burl The n 
House, Piccadilly, W., on Wednesday, May 2, at 5 p.m., when pa levels, 
will be read and discussed. record 
The Children’s Moral Welfare Committee (Rescue and Prevent The t 
for the boroughs of Holborn, St. Pancras, and Hampstead, will hold recent 
its annual meeting in Holborn Town Hall on Wednesday, May 2 
The general meeting at 6 p.m., under the chairmanship of the May 
of Holborn, is open to all. The speakers are Dame Lilian Barker = wey 
former Governor of H.M. Borstal Institution for Gir - —aheat 
Mr. S. H. Wood, C.B., former Assistant Secretary to the Mi Diphthe 
of Education. The chairman of the committee is Dr. Alan Moncrieff @ Measles 
and the honorary secretary Mrs. Christy Clay, 93a, King Henry's _— 
Road, N.W.3. £ Dysente 
A meeting of the Medical Socizty of the L.C.C. Service will be ewe 
held at the County Hall, S.E., on Thursday, May 3, at 4.30 pm,— great 
when there will be a discussion on ‘* Haematemesis,” to be opened 
by Mr. J. R. M. Whigham, Mr. Norman C. Tanner, Dr. B. Gottlieb, 
and Dr. H. E. S. Pearson. The 
On Friday, May 4, at 8.30 p.m. at Whipps Cross Hospital, on : 
Dr. H. B. May, Acting Director, Clinical Laboratories, London The | 
Hospital, will give an address on the uses and limitations of we f 
penicillin. All medical practitioners in the district are invited, Rotel 
The Association for Moral and Social Hygiene announces that® that f 
the first Alison Neilans Memorial Lecture will be given by Dr. Louisa 
Martindale, F.R.C.O.G., on Thursday, :May 10, at 6 p.m. in the 
Caxton Hall, Westminster, S.W. The title of the lecture is “* Venereal 
Disease. Its Influence on the Health of the Nation: Its Prevention® pirths 
and Cure.” Lord Balfour of Burleigh will take the chair. Deaths 
An address on ‘“ X-ray Analysis: Past, Present, and Future” seme 
will be given by Sir Lawrence Bragg, D.Sc., F.R.S:, before the Scarle 
Royal Institution (21, Albemarle Street, W.), on Friday, May i, bee's 
at 5 p.m. Maal 
The Birthday Trust Fund has prepared an illustrated lecture called 
“‘The Expectant Mother,” for use in ante-natal clinics of hospitals, 
etc. The new synchrophone process has been used, and a preview 
of the lecture is being given at Queen Charlotte’s Hospital this week. Dur 
At Liverpool Assizes on April 16 a cable worker named Rogen,§ 20,2 I 
of Bootle, was found guilty but insane, on a charge of murdering # mortal 
Dr. Alfred George Stewart, aged 65, of Great Crosby, by hitting ing De 
him on the head with a pedestal telephone receiver in his surgery. ceding 
Dr. Stewart died from his injuries on March 19. The medicil registe: 
officer at Walton Prison gave evidence to the effect that Rogers wi § 1943, 
suffering from schizophrenia. He was ordered to be detained during § below 
the King’s pleasure. - § above 
——= Ff the 40 
. were d 
EPIDEMIOLOGICAL NOTES -““ 
Discussion of Table 22.0 cx 
In England and Wales during the week the total notifications oh 
for infectious diseases fell by the following amounts: dysem tion of 
88, whooping-cough 80, acute pneumonia 53, diphtheria 44§ gi... 
- scarlet fever 18; the incidence of measles rose by 416. | & include 
There were 54 fewer notifications of whooping-cough i whoop 
Yorks West Riding, and 23 fewer in both Lancashire and from { 
Middlesex. A higher incidence of measles in the south MORR oy), 
than balanced the fall in the north ; the largest increases OWE"... 44, 





last week’s totals were Essex 278, Middlesex 211, Monmoutr 
shire 122, Southampton 151, Sussex 120, Derbyshire 
Gloucestershire 92; and the largest decreases were Yorks We 
Riding 404, Staffordshire 340, Warwickshire 182, Yorks Ea 
Riding 118. 
The only fresh outbreak of dysentery of any size during 
week was in Worcestershire 14 (Halesowen M.B. 11). 
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largest centres of infection were Lancashire 44, London 3 ane 
. Surrey 23, Suffolk 14, Essex 12, Yorks West Riding Ba, "334° 
Gloucestershire 11, Staffordshire 11, Bedfordshire 10, He HOME cerebrc 
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4 ~~ In Scotland measles notifications fell by 73, whooping-cough 


34, and diphtheria by 10, but those for acute primary 
eumonia rose by 29, and for scarlet fever by 21. Dysentery 
remained at last week’s level; the largest, returns were Edin- 
purgh 46, Glasgow 36, Aberdeen Burgh 11, Falkirk 11. Two 
gases of smallpox were notified during the week—1 in Glasgow, 



































No. 14 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 7. 





















































































































































Vener ( : Figures of Principal Notifiable Diseases for the week and those for the corre- 
(Saturday @ and the other in Motherwell and Wishaw. sponding week last year, for: (a) England and Wales (London included). (b) 
] Bre “In Eire the only variations of any size in the notifications — epee aga vp nen a 08 pone — 
| ~. . ino- igures of Births a: eaths, of Deaths recorded under each infectious disease, 
ea.” ~were increases In a and whooping-cough 27, anda |? for: (a) The 126 great towns in England and Wales (including London). 
1 fa'l of 21 for scarle ° (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 

" : eee The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 
‘ . Vital Statistics for the First Quarter of 1945 A dash — Cooma no cases; a blank space denotes disease not notifiable or 
LS pm The notifitations of infectious diseases during the first "© er ee 
Ga oy 145 [be (Coreaponding Wee 

"| official quarterly returns are published, it may be of interest to @) |\%)|@O)1@!O] @ |\Ol|OI\@Ie 
make a comparison with the returns from the weekly reports. ——- 
The notifications of measles and dysentery reached new high Comticeniee! fever .. a ¢ 36 2; i =(78 $ "7 3} 5 
levels, while diphtheria notifications were the lowest ever ~ a 
recorded ; deaths from influenza were fewer than in recent years. Diphtheria 14 53 453| 22] 116] 93) 14] 554) 38] 151| 102} 45 
The totals for England and Wales during the first quarter of Deaths eee Die weak ibe Rep 3) 2 2 I— 
recent years are: Dysentery ap ze 306| 33] 165} 3} —} 250) 48] 120) — | — 
; Deaths ae és —-|j— —f— 
| 1940 1941 1942 1943 1944 1945 Encephalitis lethargica ' 4 
acute oe oe _ —_—)— _— — _—i— | — 
aa | 13,399} 16,099 | 14,935 | 26,759 | 26,962 | 19,163 i a Fe wat ithe 
Recep | SAM) ane es gt ee 
iphtheri he se . J , y : Erysipel eat 6G 48} 12} 7 45 
Dipnenena | $1737 | 2047158 | 26,535 | 225;056.| 20,278 | 247,455 Deaths -. we > by ee 
Acute pneumonia ». | 23,315 | 20,190 | 15,766 | 18,211 | 14,977| 14,782 
' Cerebrospinal fever oi 5,093 4,332 2,412 1,287 978 968 Infective enteritis or 
J Dysentery ‘eae 531|: 1,757| 1,674] 1,319] 2,834] 4,681 diarrhoea under 2 
Paratyphoid and typhoid 194 238| 235 175| 111 140 years aaa 17 4 
Influenza deaths in the | 4,568 2,217 863 1,449} 1,131 692 Deaths re Z8 16 S|) 144 «OF 1 59} 15) 16 9} 1 
great owns ———— 
Measles* .. v_|22,599}1688] 217) 60} 37] 2,343] 324) 269] 306] “10 
; Deaths “s n° x |] — Rael Bae 
The experience of the great towns suggests that the high birth ; 
rate of the past two years has been maintained, but the general er ooearens Fs: Oe ee 
death rate and the infant mortality rate have risen slightly. - 
The case fatality of whooping-cough has increased, while the ——- fever. . Enea Scat Leon Saas qh =| a 
rate for diphtheria has dropped still further. The rates for a mete) ett Cinch pee Ban cel Sead Beh BK «es 
scarlet fever and measles are above the 1944 level, but below Pneumonia, influenzalt 693] 33] 4} 12} 8} 1,003} 63) 8| 7) 6 
that for 1943. A comparison of the March quarter is: wan (from influ- ee tal Sie tes) age 
Pneumonia, primary .. 223} 29 227; 23 
1940 | 1941 1942 | 1943 | 1944 | 1945 Deaths pee 34 iol 7 51 x01 7 
Births 78,902 |. 67,037 | 72,692 | 83,801 | 90,100 | 87,124 ; a3 
Deaths 106,656 | 91,039 | 73,345 | 68,910 | 71,925 | 78,193  Polo-encephalitis, acute | — |—| . ae 
— manent 82 8 71 67 62 68 ne ty is res 
fatality : , f- 
Scarlet fever 49 4 $6} teed pe] 1a | ees Seen... See te eee 
Diohthers@":: | Go | 620 | 300 | 470 | 340 | 290 paca = — 
iphtheria . ‘ . ‘ . E 
Measles 32 | "39 | “24 | “ze | “is | “1-9 Pugrperalfever.. my Hise: ee ee » ag: fag be. 
2 Puerperal pyrexiat —_ 157} 13} 13) — 1 140} 7} 9 1} — 
Quarterly Returns for Eire Deaths eee ony x 
During the December quarter of last year the birth rate was Relapsing fever oe aca es Fa eat Sore oi 
20.2, being 0.1 above the fourth quarter of 1943. The infant ect: : 
mortality was 81, which was 3 less than the rate for the preced- Scarletfever .. .. | 1,343] 45] 187] 21) 44) 2,089) 111) 195) 22) 75 
ing December quarter but 6 above the average of the five pre-. _ Deaths eee 1 Kat! Kod Eage Sox aks Bs Bee 
ceding fourth quarters. Maternal mortality was 1.4 per 1,000 Smallpox x — |—} 3Aa—{|— Py aes res RS ee 
fegistered births, compared with 2.2 for'the fourth quarter of Deaths asa . —j}= — he 
1943. The general death rate was 14.2 per 1,000, being 0.6 Typhoid f 
below the rate for the preceding December quarter but 0.9 ““Besths 11 | ar et Ot (es Be, 2s ae 
above the average of the five preceding fourth quarters. Of “ 
the 401 deaths attributed to the principal epidemic diseases, 254 Typhusfever .. .. | — |—|—|—|—] — |—|}—|}~—|— 
were due to diarrhoea and enteritis under 2 years of age, 81 to — Nei = 59 Sst fice —|-— 
diphtheria, 40 to whooping-cough, and 13 to typhoid fever. Whooping-cough*  .. | 1,043| 42) 65) 56} 15} 1,558) 204) 89] 24) 15 
The provisional summary for the year shows a birth rate of Deaths . -. 6. — 3 tf ii — LY ey: ae UR EST 
| ie pampered = a iue-yeare tie of 20.3. The death as pope ie 387} 30) 62) 26) 19) 413; 62; 71) 44 15 
tifications » 10.4 per 1,000, was the highest of recent years ; during 1,000 live birth 
dysent 1939-43 it fluctuated between 14.1 and 14.7. With the excep- = tec Socios 
nea — of 1943, the number of deaths from the principal epidemic Deaths (excluding still- 
16. 4 iseases, 1,807, was the greatest of recent years. This group Pena SOO (oer 1S ea ee ea 
oa ua i Boned: diarrhoea and_ enteritis 1,069, diphtheria 296, 1,000 persons living) 13-8] 14-1] § 13-1] 15-9} § 
‘hire Whooping-cough 240, measles 133, typhoid fever 59. Deaths oe 
uth oe om. pulmonary tuberculosis and from other forms of tuber- Live births | .. | 1.. | 6,428) 664) 891) 370) 275) 6,946) 870) 900) 358) 293 
-ases Ove Sage numbered 2,884 and 874, being respectively 514 and 34 persons living ere 17-8] 23-9) § 18-3] 23-4] § 
poe 4 than last year’s total. Avery high infant mortality was — 
hire Whe wcorded in the cities; the largest were Limerick C.B. 136, ‘Stibirths | | oo os | 174) 10) 28 me: pas hee 

ire M68 Dublin CB Ps Rate per 1,000 total 
orks WEE Dublin Cr. 125, Cork C.B. 115. The blackest spots in births _ (including 
orks Ba Dublin C.B. were North City No. 3, and South City No. 3, stillborn)... 30 43 

; with rates of 268 and 200 per 1,000 births. 
ang the ; * Measles and whooping-cough are not notifiable in Scotland, and the returns 
rie Week Ending April 14 ; sev: taetehoes ah: Seupeeadios Sony. 
yndon 3) hen ogee a of infectious diseases in England and Wales PEP aganc Remesy arma, fee ee en eee ee 
iding BEY 334° di ier included: scarlet fever 1,215, whooping-cough —_ Includes puerperal fever for England and Wales and Eire. 
Hertfor » diphtheria 438, measles 20,342, acute pneumonia 664, § Owing to evacuation schemes and other movements of population, birth 


cerebrospinal fever 70, dysentery 463, paratyphoid 2, typhoid 8. 


and death rates for Northern Ireland are no longer available. 
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ANY QUESTIONS ? 


Sinus Eormation 


Q.—What is the exact. pathological mechanism involved in sinus 
formation in the presence of foreign bodies until they are extruded ? 


A.—A foreign body which is sterile may become embedded deeply. 


in the body tissues and remain there indefinitely without suppura- 
tion or sinus formation. But if a foreign body is present in an 
infected wound, suppuration must continue until it is removed; the 
greater part of the wound may heal, leaving the unhealed portion—- 
the sinus—as an exit for pus. It must be added that an old-standing 
sinus, which is lined by granulation tissue and surrounded by fibrous 
tissue which thickens and hardens with the passage of time, may 
not heal even after removal of the foreign body; the track itself 
must be completely excised as well. 


Acute Synovitis 


Q.—/n a thin, elderly, female patient a skiagram shows commenc- 
ing osteo-arthritis of the left shoulder, with a small loose body. 
There is the usual muscular wasting, but no other disease. (a) What 
is the explanation of the pain, and why is it always “ worse at 
night”? (b) What is the best treatment for these pains ? (diathermy, 
infra-red, and massage have been tried). (c) In view of the liability 
of separation of more osteophytes, is massage in such cases contra- 
indicated ? 


A.—Muscular wasting is not the rule in osteo-arthritis, except the 
slight degree resulting from disuse. It suggests acute synovitis with 
some effusion into the joint or the subacromial bursa, which may 
be due to the loose body being nipped between the articular surfaces 
of the joint. The pain also indicates some inflammatory condition, 
as it is not usual in simple degenerative osteo-arthritis except on 
movement; the fact that it is worse at night may in this case be 
the result of posture. So far as the writer is aware no satisfactory 
explanation has been given of the pain in rheumatic conditions being 
worse at night; but the fact that there is nothing then to divert the 
attention probably has a bearing, and for its relief at such times 
aspirin or other analgesics are available. 

As to treatment, removal of the loose body might reasonably be 
considered, because nipping is likely to recur and thus keep up the 
synovitis. Immobilization of the joint by strapping or bandaging it 
to the side is desirable; in an elderly patient the latter is to be pre- 
ferred. In these cases moist heat is frequently more effective than 
dry heat for the relief of pain, and the effect can be kept up after- 
wards by the use of salicylate liniments. Although ankylosis does 
not occur in simple osteo-arthritis of the joints of the limbs, 
adhesions are likely to form between the folds of the capsule if 
there is any inflammation from synovitis, and therefore the joint 
should be moved to its full extent once a day passively. It is very 
unlikely that any osteophytes would be detached by massage, which, 
however, should be only light unless there is some indication of 
adhesions, and it should then be local and purposive and not a 
general “rubbing.” Ionization with histamine followed by light 
effleurage is often useful in relief of pain; and, when the symptoms 
are less acute, surging faradism to restore the wasted muscles is 
indicated. When the pain has subsided and immobilization can 
be given up, it is desirable that for some time the arm should be 
worn in a sling to relieve the strain on the muscles and ligaments 
of the shoulder from the weight of the dependent arm. 


Opium causing Spasm 
Q.—Why does the giving of opium and its alkaloids cause spasm 
of the sphincter of Oddi with resulting pain and vomiting in 
some patients who have previously had cholecystectomy ? 


A.—Several of the alkaloids of opium, but not all, have long been 
known to cause spasm of various sphincters, including the sphincter 
of Oddi. Actually, the effect on the flow of the bile is due to a 
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spasm of the lower end of the common bile-duct, as was shown pit. F 
the experiments of Butsch, McGowan, and Walters (Surg. G bacterié 


Obstet., 1936, 63, 451), who took x-ray pictures and measured fhe 
intrabiliary pressure. They found that gr. 1/6 of morphine sulphag, 
raised the pressure from 2 cm. to 20 or even 30 cm. water, 
was found to follow morphine administration in patients with 4 
“ post-cholecystectomy syndrome.” In these the pressure roge y 
40 or 45 cm. water and remained high sometimes for 2 h 

Both the spasm and the pain were relieved by inhalation of ap 
nitrite. Schondube and Lurman (Miinch. med. Wschr., 1927, 4 


1906) found that giving atropine after morphine failed to relieve, the able, i 
spasm. Papaverine is an alkaloid of opium which does not Produce in the 
spasm, but actually relaxation. To relieve pain in patients who hay have al 


had a cholecystectomy, pethidine might also be tried. It does not 
produce spasm, and does not produce vomiting in those in whom 
morphine ‘causes vomiting. 
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Quarantine for Chicken-pox 


Q.—As a school medical officer I have been keeping childrp 
suffering from chicken-pox in the sanatorium till the last scab has 
separated. This often prolongs quarantine well into the Schoo} 
holidays, much to the annoyance of staff and patients. An authorit 
recently told me that the safe period of quarantine from chic 
pox was nine days from the appearance of the last spots. He stat 
that as the virus is spread from the nasopharynx the infectiyit 
does not depend on the presence of scabs. What is the corn 
procedure ? 
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A.—Although the viruses of smallpox and chicken-pox g 
probably disseminated mainly by mouth and nasal secretions early 
in the disease, there is no doubt that elementary bodies are cop. 
stantly demonstrable in the skin eruption in both diseases. As there 
is no laboratory method of determining readily how long the virus 
in the skin lesions actually remains infective, it is still common 
practice to maintain strict isolation until the last crust has separated, 
Nobody questions this. in smallpox, but many clinicians of wide 
experience have maintained that chicken-pox is not infective in the 
late stages even if all crusts have not separated. The writer’s prac. 
tice is to release from isolation after a period of 7 to 10 days pro- 
vided that a careful search, particularly of the scalp, reveals that 
all lesions have progressed beyond the stage of pustulation to firm 


crusting. If this standard is adopted strictly, clinical experience Dye 
indicates that secondary cases of chicken-pox do not result. as, for 
Vaso-vagal Attacks phe tne 
Q.—A clergyman aged 33 has for two and a half years and about it oe 
twice weekly suffered from attacks of giddiness, nausea, tachycardia, hecaus 
choking sensations, or tightness round the upper chest. Attacks mouth 
have occurred in bed. On one occasion—when he was sawing wood® teaq ¢ 
—consciousness was completely lost. The attacks last about half an never 
hour and gradually subside. He is active, a non-smoker, and a total pus 
abstainer. He invariably has an attack on Sundays when his duties ing m 
are heavy. His heart is enlarged to the left:and his B.P. is 145/110. appeai 
Urine, blood urea, B.M.R., x-ray of skull—all normal. Petit mal event 
has been excluded. Is this a case of hypertensive pseudo-uraemia? under 


Do the attacks have any relation to carotid sinus syncope? What® necess 
other possible causes may there be ? (b) 


A.—It is difficult to believe that a youngish man could have had § otitis : 


hypertensive crises for two and a half years with no more to show§ contra 
for them than this. What is the evidence that the heart is enlarged ] bony 
to the left, and how far is it enlarged? If there is cardiac enlarge § succee 
ment, a silent aortic stenosis should be suspected, as this can be§ form 
the most puzzling of all heart lesions. X-ray pictures of the heart § ployec 
and electrocardiographic tracings would help in proving or disprov-§ to acc 
ing this suggestion. Retrosternal goitre is another possibility. The§ ears r 


attacks do not sound like carotid sinus syncope, which could in any 
event be demonstrated by manual pressure on the sinus. 

Having mentioned these organic possibilities, one must. stale Q- 
frankly that it is more likely that the attacks are psychogenic, the 





so-called vaso-vagal attacks. Blood pressures of this order are oar 
quite common in “ effort syndrome.” The questioner does not tl ® ments 
us what manner of man his patient is, and under what circumstances§ 4,,,, 
the attacks first began. Vaso-vagal attacks often seem to be: the the pi 
acting out of death fears, and these again are sometimes the obverst 
of death wishes. Like girlish faints, they are prone to occur under A- 
the strain of religious worship. The possibility that there 1s am by Iay 
underlying cardiac dysrhythmia akin to epilepsy should nevertheless all A 
not be forgotten. This might be revealed by an _ electro chip 
encephalogram. 3 é4ec 
Immunization against “ Influenza ”’ the t 
Q.—I have annual “ influenzal”’ illnesses. Can I protect myself@ Perien 
against these and so avoid them? a 
A.—Influenza is a loosely used term to indicate upper respiratory famil 
infections of varied aetiology. If the sufferer from “ infiue withir 
bouts wants to try a protective vaccine, he should consult @ men, 


bacteriologist during or immediately after an attack, so that the ment 
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Shown by bacterial flora of his upper air passages can be sampled for patho- 
8. Gymg 5. He may, for example, be addicted to recurrent sinusitis which 
asured thy! lit up by some primary virus infection such as the common cold 
le sulphaie of influenza. If a specific pathogen like the pneumococcus, haemo- 
ater, Pai lytic streptococcus, Staph. aureus, or Friedlander’s bacillus is found, 
“ Be B gn autogenous vaccine is often beneficial. Some -patients ve to 

t is 


henefit from a mixed stock vaccine taken in the autumn. 
gnlikely that these annual attacks are due to specific infection with 
the influenza virus, but an influenza virus A vaccine is now avail- 


' 2 hour, 
n of amyl | 


1927, able, and could be used if there were evidence of epidemic influenza 
relieve. the in the country. Any sufferer from recurrent “ influenza” should 
who hal have an x-ray examination of his chest. 

+ does ng Neuralgia in Mandible 
IN whom 


Q.—A man of 56, edentulous for 10 years, has had slight neuralgia 
in the left mandible for 6 weeks. The denture has been altered 
where it is pressing. X-ray examination suggests a residual infection, 
and dental advice is incision and cautery if discomfort continues. 



















8 children What is the prognosis if untreated ; and is there any alternative treat- 
L scab ment, such as penicillin ? 

he ; ee : d 

au A.—The history of 6 weeks’ slight pain after being edentulous 


for 10 years does not suggest a simple residual infection. Presum- 
ing that there is no radiographical evidence of any retained portion 
of root, dead bone, or foreign body such as a small piece of amalgam 
filling, it is more than likely that the lower denture is at fault and 
pressing somewhere too hard in spite of the previous adjustment, 
especially if there has been considerable absorption of alveolar bone. 
Vague pains most often occur in patients who are below par, over- 
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worked, or in a ‘state of anxiety, and attention must be paid to 

are con-# their physical and mental health before embarking on any surgical 
As there intervention. The possibility of early malignant disease of the 

the virus tongue or pharynx should be kept in mind. An incision stripping 





common the mucoperiosteum from the bone, and gentle curettage, is often 
separated. @ tried, but the use of the cautery is not without danger. It is difficult 
; Of wide to see how chemotherapy could help in a case of this nature. Most 
ive in the of these cases of slight neuralgia recover in spite of rather than 
er's prac because of treatment. 
days pro- 
veals that Sulphonamides and Otitis Media 
“sal Q.—What is the present position with regard to the treatment of 
it (a) acute, and (b) chronic otitis media with sulphonamide drugs— 
: as, for example, sulphathiazole applied locally? Can it be used in 
the treatment of a chronic discharging ear? 
nd call A.—{a) Local treatment by sulphonamides is irrational, because 
jeu it is not feasible to get the drug in contact with the infection, and 
Atieed because it is inactivated by pus. Indiscriminate administration by 
ing weal mouth is condemned, because it tends to mask symptoms, and may 
t hada lead to permanent impairment of hearing. Sulphonamides should 
dai never be given in inadequate dosage or in the presence of undrained 
his duties pus. Therefore it is wise to employ conservative treatment, includ- 
145/110 ing myringotomy, if indicated, withholding sulphonamides until it 
Petit. mal appears that the infection is not likely to resolve otherwise. In that 
uroewian event the patient should be kept in bed, and given the full doses 
> What under the usual precautions, and watched until clinically, and if 
necessary radiologically, complete resolution has occurred. 

(b) Various sulphonamides have been applied locally in chronic 
have had § otitis media, either in solution or in powder form. Obviously. they are 
to show § contraindicated in the presence of cholesteatoma, and of widespread 
enlarged bony necrosis with granulations, and they cannot be expected to 
enlarge: § succeed with insensitive organisms such as B. proteus and the coli- 
s can be§ form group. But there is no reason why they should not be em- 
the heart § ployed empirically in other cases, provided the powder is not allowed 
_disprov- to accumulate as a cement-like deposit, and a fair number of dry 
ity. The ears may be thus obtained. 

ld in any 
a Doctors Attending their Own Families 
di the Q.—What is the attitude of the medical and legal professions on 
des ial the Practice of attending one’s own wife and family, particularly 
not ta with reference to performing surgical operations, managing confine- 
ostenal ments, and administering anaesthetics? In the “ outposts of Empire” 
> be tk there may be no option, but in this country some people look on 
. obvell the practice with some surprise and disfavour. 
ur under A.—A doctor who treats 4 member of his own family is required 
re is ang by law to use the same degree of skill and care and to behave in 
ertheless all respects as though he were treating a stranger for a fee. No 
electro: § Particular legal question arises from the doubling of the relation- 
ship. This is the legal view. The writer knows of a case in which 
a doctor operated on his son for appendicitis, and the son died on 
the table. What would have been a regrettable professional ex- 
t_mysel[@ Perience became a personal tragedy. If a medical man has excep- 
tional skill in the surgical treatment of a rare condition, it is 
spiratory Eeeemandable that he would be reluctant to havea member of his 
uenzal mily treated by anyone else. But for the treatment of conditions 
ynsult @ within the competence of the average general surgeon, most medical 
that the ™C®, we believe, would prefer to place the responsibility for treat- 


ment in the hands of a trusted colleague. 


Sensitivity to Liver Extract 


Q.—A patient of 65 years with pernicious anaemia is on liver ex- 
tract, and recently had a typical attack of angioneurotic oedema 
affecting tongue and lips, treated with ephedrine. There have been no 
further such attacks, but about ten minutes after the last two injec- 
tions of liver extract the patient fainted; the body was in a tremor, 
and the face purple-black, with frothing at the mouth. The pulse was 
rapid and very weak. The faint lasted five minutes, but tremor of the 
limbs continued for some hours. There is no previous history of 
fits. Is this a case of immediate reaction of anaphylaxis? Can it 
be avoided ? 


A.—This is clearly an example of the development of sensitivity 
to liver extract and the reaction is of an anaphylactic or allergic 
nature. The phenomenon is unfortunately not uncommon; several 
answers to questions on this subject have been given in this column 
(1943, 1, 370 and 528; 1943, 2, 29) and an article by McSorley and 
Davidson appeared in the Journal of May 27, 1944. Sensitivity to 
liver is more likely to develop if the interval between injections is 
extended beyond four weeks, and long intervals should therefore 
be avoided even though the patient seems to be enjoying a remission. 
It occurs with all brands of liver extract and is unrelated to the 
species of animal from which the liver is derived. It is dangerous 
and may be fatal, and it should therefore be treated by desensitiza- 
tion or by changing over to oral treatment with liver or desiccated 
stomach. In severe sensitization, such as the present patient shows, 
a skin test should be carried out with 0.05 c.cm. of liver extract. 
If this causes no generalized reaction, treatment is begun with 
0.05 c.cm. intradermally. With this and all subsequent injections 
0.2 c.cm. of adrenaline hydrochloride, 1 in 1,000, is given. The 
dose of liver extract is doubled every half hour, and the route of 
the injection is changed from the intradermal to the subcutaneous 
when 0.4 c.cm. is reached and to the intramuscular route at-1.0 c.cm. 
When a dose of 2.0 c.cm. has been reached, treatment is continued 
without adrenaline and one injection is given daily for a few days. 
The interval is then gradually increased till the patient is back to 
an interval of three to four weeks. Further details should be sought 
in the article mentioned. 


Tinnitus Aurium 


Q.—Can you suggest treatment for cure.or alleviation of persistent 
“ tinnitus aurium”’ ? The patient, a woman aged 68, for many years 
has been subject to an almost continuous high-pitched noise, some- 
times in one ear, usually-in both. Occasionally, for no ascertainable 
reason, the noise ceases, but recurs after the patient falls asleep. 
Hearing is normal, and examinations have discovered no physical 
cause for this distressing symptom. 


A.—Vascular changes in thé cochlear and auditory nerve are 
responsible for tinnitus of the type described. Unfortunately, in a 
large proportion of cases the changes are permanent. This does not 
mean that such patients do not require help. They are often tor- 
tured by fears of cerebral tumours, of insanity, or of impending 
cerebral haemorrhage. A complete examination has not only the 
advantage that it may reveal a cause for the tinnitus, but it also 
forms the only sound basis for dispelling fears of a serious disease. 
Rarely, the routine examination of the function of the Eustachian 
tubes reveals unsuspected middle-ear and tubal catarrh as the cause 
of the altered blood supply of the labyrinth. Recently a. number of 
favourable reports have been published on the use of vasomotor 
drugs in the treatment of tinnitus. For full details, the paper 
“Tinnitus Aurium,” by Miles Atkinson, in the Annals of Otology, 
Rhinology and Laryngology (December, 1944, 53) should be 
consulted. 

Blood-sugar Colorimeter 


Q.—While serving with the B.L.A. I came -across a “ blood-sugar 
colorimeter” which seems to be a simplification of the elaborate 
methods of MacLean or Folin and Wu. It was made by Zeiss, and 
on the lid of the case is described, “ Blutzucker-Kolorimeter nach 
Crecelius-Seifert.’ It consists of a comparisén colorimeter (trans- 
mitted light) with a focusing eyepiece; a square tube to contain the 
fluid for colour-matching. and which fits into the colorimeter; a 
measuring pipette graduated at 0.1 c.cm. and 0.2 c.cm.; a filter 
funnel, stirring rod, and a container (bakelite), with filter papers 
and stamped “ Made in Germany.” I am interested to know more 
about this method of blood-sugar estimation. 


A.—This method and apparatus were introduced in 1928 by 
Crecelius and Seifert. It relies on the well-known reduction of 
picric acid to picramic acid, and the dark-brown colour is compared 
in the special colorimeter, which is graduated in mg. per 100 c.cm. 
This instrument and method have been criticized by Thiel on the 
ground that the wedge used is not fast to light and so gives high 
results. In general, only an approximate answer can be obtained, 
and it is not sufficiently accurate to supersede the usual analytical 
methods. The reagents are 1.2% picric acid and 10% sodium. 
hydroxide. To 1.8 c.cm. of the picric acid solution add 0.2 c.cm. 
of blood; mix well, and filter through a very small filter paper. 
Take 1.5 c.cm. of filtrate, add 10 c.cm. of sodium hydroxide solu- 
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tion, and boil over a flame for exactly one minute. Cool, place in 
a colorimeter, and read off the result in mg. per 100 c.cm.. If the 
colorimeter is of any age it is advisable to check the calibration by 
means of a standard glucose solution. 


Malaria and Syphilis 


Q.—/If a person with syphilis contracts malaria does the latter 
infection have any “ damping” effect on the former? May malaria 
mask syphilis altogether if the two occur together? There seem to 
be numerous cases of these “twin” infections (not necessarily 
simultaneous) in the Navy, yet I have seen no mention of this in 
the literature. 

A.—There is no evidence that malarial infection has any thera- 
peutic effect on a Treponema pallidum infection. If the two occur 
together there might well be confusion in the diagnosis of either 
clinically. Blood examination should reveal the presence of the 
malarial infection, and the spirochaetal infection would be unaffected 
by treatment of this. 


Contact Glasses for Corneal Scar 

Q.—A patient has a nebulous corneal scar which is now two years 
old and therefore probably cleared to its maximum. It is 4-5 mm. 
in diameter, and slightly eccentric toward the infero-lateral quadrant. 
Slit-lamp examination shows the full thickness of the cornea to be 
involved. For precision work the proposal is to use a contact lens, 
with a part or the whole of its extent painted over to mask the scar 
and at the same time to serve as a cosmetic improvement. Should 
the mask be complete or can peripheral vision be retained? How 
would such a lesion affect the prognosis of moderate myopia in the 
other eye? 

A.—Contact glasses with part painted over to mask a corneal 
scar have been tried. Whereas the cosmetic result has been satis- 
factory, the optical result has been disappointing. If the affected 
eye interferes with the work of the sound eye, it could be occluded 
by a painted contact glass, though there are other more simple and 
less expensive methods. Provided any correction necessary is worn 
before the sound eye, the prognosis of the myopia will not be 
affected. 

Gynaecomastia after Testosterone 

Q.—A hypogonadal male aged 40 has been treated with testosterone 
propionate 25 mg. three times weekly, without noticeable improve- 
ment. He has, however, developed great enlargement of both breasts 
with darkening of the areola and enlargement of the nipples, accom- 
panied by a constant burning sensation in them. Treatment has 
now been stopped for nearly three months, and while the burning 
sensation in the nipples has passed off the breasts are still enlarged 
and show no signs of regression. What treatment is indicated ? 

A.—The symptoms described are to the best of my knowledge and 
experience unique, and are precisely those which develop if an 
oestrogen is administered. Though such complaints do not as a 
rule arise during androgenic treatment, there is experimental 
evidence that androgens -have some effect on the male mammary 
glands. Folley, Guthkelch, and Zuckerman (Proc. roy. Soc., 
B, 1939, 126, 469) found that testosterone propionate stimulated 
stunted duct development and alveolar formation in male rhesus 
monkeys. Castration can prevent the normal increase which occurs 
in the mammary glands of male rats at puberty (McEwen, Selye, 
and Collip, Proc. Soc. exp. Biol., N.Y., 35; 56). In human males 
gynaecomastia associated with tumours of the testicles has usually 
been explained by assuming an increase in the oestrogenic secretion 
of the testicles. Gynaecomastia is commonly associated with testicu- 
lar atrophy and consequent reduction in androgenic activity. The 
question of gynaecomastia was discussed in these columns on Nov. 6, 
1943 (p. 597). It seems very improbable that the enlargement is 
permanent, and at present it would seem best to do nothing. 
OeStrogens would probably make the condition worse. Desoxy- 
corticosterone can itself produce gynaecomastia (B.M.J., 1943, 1, 12) 
and is therefore contraindicated. If after a year the enlargement 
still persists, surgery should be considered. 


INCOME TAX 


Cost of Medical Books: Assistant 
B. M. is employed as an assistant and has been refused a deduc- 
tion for the cost of keeping up his personal set of medical books. 


*.* The rules applicable to the deduction of expenses in the case 
of salary of earners assessable under Schedule E are more stringent 
than those applicable to persons carrying on a profession or trade 
who are assessed under Schedule D. Schedule E requires that the 
expenses shall be incurred “ necessarily ’’ in the performance of the 
duties of the appointment. If B. M. can prove that his principals 
require him to maintain a set of medical books, then the expense 
is “‘ necessary ’’ and he is entitled to deduct it for income-tax pur- 
poses—in the absence of such a requirement his claim is not valid. 
(In the case to which B. M. referred the Schedule D rules were 
applicable.) 











































LETTERS, NOTES, ETC. 


Memorial to Fl. Lieut. A. J. Sinclair, R.A.F. 


The following letter, with six signatures, has -been received f 
publication from the Dental Department of University Coy 
Hospital: We are anxious to perpetuate the memory of the 
Mr. A. J. Sinclair, who was attached to the National Dental Hospjia 
both as medical superintendent and sub-dean for many years, 
are therefore, at the suggestion of a number of his late colle: 
proposing to establish a trust fund, the interest of which y 
devoted to granting an annual prize, to be called the “ 
Sinclair Prize.’”” We are sure that many old students who 
gained so much over many years by the help given by this inspiring 
teacher would wish to support this memorial, and are asking them 
to forward their donations, made payable to the “ Alfred Sinclay 
Fund” and addressed to Mr. Alan Shefford, University Colles 
Hospital Dental School, University Street, W.C.1. 


Artificial Respiration 
Capt. Atwyn E. Biscogz (chief secretary, Royal Life Sayir 
Society) writes: The letter from Dr. Frank C. Eve (April 7, p, 495m 
has been read with interest by my committee, and they entirely 
agree with his last paragraph that the time is ripe when a sm 
expert subcommittee should be set up to investigate all methods 9 
artificial respiration. But we should be interested to know ypo 
what authority Dr. Eve states that since the rocking method 
introduced in the Navy the number of successful cases has increased 
because we are given to understand on good authority that rockip 
methods are not. being used in the Navy. 


The Swallow 

Dr. S. W. SwinDEL_s (Grimsby) writes: Your footnote (Marck 
31, p. 470) interested me because when I used to climb the P 
I got quite expert with the gourd and could hit the gullet withoy 
spilling a drop. You might perhaps have mentioned a reason fo 
this extraordinary method of drinking. I think it was Belloc who 
said it was to avoid tasting the wine. Anyhow, it’s a good reason; 
it’s rather crude. : 


*.* Especially on*the Spanish side of the range—Ep., B.MJ. 


Scorpion Sting 

Dr. Frank Marsi writes from Matlock: In the Journal of 
April 7 (p. 504) thete is a note from Dr. E. G. Cohen on a cage 
of scorpion bite. Scorpions sting, of course, with a hollow spine 
on the last abdominal segment. I have seen many hundreds of cases” 
of scorpion sting. The severity of the sting varies with the age off” 
the patient, the site of the sting, and the age and species of tl 
scorpion. Bayer’s (before the war) made a very good antiscorpion 
serum which was put up in glass pressure ampoules ready fitted 
with a hypodermic needle. This serum injected locally round th 
lesion was very beneficial. In the absence of serum 1 in 1,000 soli x 
tion of potassium permanganate injected round the sting was eflee # | 
tive. We did not use local analgesics or adrenaline. 
aged 2 to 5 years sometimes die after a scorpion sting—untreated, 
Bayer’s serum saved many of their lives; none died after timely 
serum treatment. In adults the stings are often multiple; the fit 
shows a circular area of necrosis, the second violent inflammation 
with a small necrotic spot at the centre, the third a mild inflam 
matory reaction, and the fourth just a puncture mark with a slight 
circumscribed reaction. One night I was wakened by—as I thought 
—a needle left by someone in the mattress. I turned on the light 
and investigated; a young yellowish-white scorpion 50 mm._-fromg” 
head to telson was lurking at the foot of the bed betwen® 
the sheets. I had been stung three times: No. 1 the size off 
bisected hen’s egg; No. 2 the size of a pigeon’s egg; and No.3 
just palpable. I adopted—from scientific interest—a “n , 
ment” line; the pain vanished in 3/4 hour and I went to sleep, 
Next morning the affected buttock was a little stiff; 36 hours after 
the stings I woke very giddy, nauseated, with occasional vomiting 
hot and cold by turns, and sweating. Symptoms passed off in two 
days leaving me rather weak. No other effects were observed except 
muscular cramps in the affected leg. 5 


ee BE . 


Sodium Sulphate Applications 3 

Dr. F. Gorpon Cawston (Durban) writes: Ready response to i 
application of strong sodium sulphate solution for aural di chargt 
and even of magnesium sulphate solution for conjunctivitis coniim=y—” 
some reports in the Extra Pharmacopoeia and more extensive eo 
perience of these remedies for surface wounds and local swellings i: 
I agree with those practitioners who do not favour the addition Oi 
glycerin, and consider that sodium sulphate solution loses much @ 
its value if covered with jaconet. 


Medical Aphorisms 
F. C. writes with reference to Dr. Crawhall’s inquiry (March 3 

p. 470): Geoffrey Keynes, F.R.C.S., gives some aphorisms 

appear in St. Bartholomew’s Hospital Journal (July and Sept., 193% 
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